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Announcement 


} ie is a pleasure to an- 
nounce that Dr. Minas 
Joannides of Chicago has 
joined our Board of Con- 
tributing Editors. Dr. Joan- 
nides is a Fellow of the 
American College of Sur- 
geons and Secretary-Treasurer of the Amer- 
ican College of Chest Physicians. Numerous 
notable contributions made over a period 
of twenty or more years in the field of 
thoracic surgery have made his name fa- 
miliar to the profession. 


F.G.P.—Fellow in General Practice 


A. DAWSON, in his Presidential 
e Address in September, 1946 before 
the State Medical Society of Wisconsin, 
dwelt at length on the subject of over- 
specialization. The title of his address was 
“Is Overspecialization a Threat?” The ad- 
dress appeared in the November issue of the 
Wisconsin Medical Journal, which is the 
organ of the State Society. 

It appears that only 10 per cent of the 
medical men returning to Wisconsin during 
the past year from the armed services in- 
tend to do general practice; 90 per cent are 
headed for the specialist fields. 

Since the need of Wisconsin for general 
practitioners is increasing to a well-nigh 
alarming degree, Dy, Dawson wonders what 
solution will be discovered. Therefore he 
has studied an interesting phenomenon in 
a neighboring State, Minnesota, where the 
general practitioners themselves. have or- 
ganized the American College of Physicians 
and Surgeons——quite an achievement in 
the light of the general practitioner's most 
striking trait, individualism. Article II of 
the College’s Articles of Incorporation states 
that 

The general purpose of this corpora- 
tion is to provide an organization for 
the maintenance and betterment of 
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service to patients and for 
the betterment of the sci- 
entific, economic and social 
standing of its members 
among their colleagues 
and patients. To that end 
the corporation shall oper- 
ate upon the premises (1) 
that all duly licensed phy- 
sicians and surgeons are profession- 
ally honest until proved otherwise, and 
scientifically equipped to undertake the 
practice in which they are engaged, and 
have equal rights, privileges and re- 
sponsibilities in the practice of their 
profession, (2) that no special interest 
group shall have the right to control 
or hamper the practice of any duly 
licensed physician or surgeon according 
to his judgment or to dictate or influ- 
ence the treatment or the disposal of 
his patients or to deny him or his 
patients access upon an equal basis to 
the physical facilities necessary or con- 
venient to his practice and the treat- 
ment of his patients, and (3) that no 
political group by political means shall 
control the economic, social or scien- 
tific status of any duly licensed physi- 
cian or surgeon. 


Article IV states that 

Membership in any of the specialist 
boards, colleges or similar organiza- 
tions of physicians and surgeons, the 
rules and regulations of which require 
its members substantially to limit their 
practice to a — field or fields, 
shall disqualify any person from mem- 
bership in this organization. 

One significant reason given to the Wis- 
consin Board of Medical Examiners by the 
young medical men returning from service 
with the armed forces for not engaging in 
general practice was that ‘there is an in- 
creasing tendency on the part of hospitals 
to limit their staffs to specialist board rated 
men. These men pointed out that without 
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specialty rating they would have little or no 
possibility of being able to hospitalize their 
patients under their own service and ad- 
minister to them their own treatment. It was 
the thought of these men that as time passed 
the opportunity for general practitioners to 
obtain staff appointments would become 
more and more difficult. In certain cities and 
in certain excellent institutions this condi- 
tion has indeed become fact. No argument 
can controvert the fact that the general prac- 
titioner, for instance, who is forced to turn 
his obstetric cases over to an obstetrician 
for delivery and the newborn babe to a 
pediatrician in order for them to get hos- 
pital care, is being handicapped.” 

Of course, what obtains in Wisconsin ex- 
ists in many other parts of the country, with 
many good men in the role of pariahs. The 
hospital tends to be a closed shop, so to 
speak, for reasons that are not always to the 
discredit of the staff. If a hospital has a staff 
fully adequate to its needs, with the mem- 
bers battling among themselves for beds, 
why add more to the staff? What is really 
needed, usually, is more or larger hospitals. 
That is what the American College of 
Physicians and Eurgeons shold strive for, 
with the new institutions serviced by some 
men of broad training and experience, not 
wholly by privileged men of a narrowly 
grooved caste, with all under rational over- 
head discipline. 

Such an organization as the proposed 
American College needs a journal and text- 
books of its own creation. In time, a 
graduate medical school should emerge. 

But to succeed in a big way (the present- 
day American way) there must be units in 
every State, with a central body to create 
Fellows in General Practice (corresponding 
to Diplomates). All this could follow the 
general pattern of the Advisory Board for 
Medical Specialists and its examining 
Boards. Since this Advisory Board was 
aided in its early work by the Josiah Macy, 
Jr., Foundation of New York, some such 
assistance might be granted to the Amer- 
ican College of Physicians and Surgeons 
in view of its similar aims—the advance- 
ment of standards and the improvement 


of methods in the field of medical 
education. 
2 


An F.G.P., ot F.A.C.P.S., among other 
qualifications, should have been in general 
practice for ten years-—-which in_ itself 
would be prima facie proof of character 
and force of will, when one considers what 
a hard way such practice is today, for it 
includes, among other hardships, competi- 
tion from putative specialists who them- 
selves do more or less general practice— 
against which “there should be a law” 
(framed under the code heading of Ob- 
servance of Common Decency). 

Failure to raise standards in the direction 
indicated will tend to promote the aims of 
the proponents of socialized medicine, for a 
large group of voiceless, stratified untouch- 
ables within the profession, reminiscent of 
the fatally divisive castes of India, would 
be grist for their weird mill. 

The fact that 10 per cent of the men 
cited planned to do general practice is cause 
for gratification; for they could not have 
been greatly preoccupied with such con- 
siderations as “opportunity for large finan- 
cial gain in the specialist fields,” or “‘less 
arduous work (with no night work except 
in the field of obstetrics), almost entirely 
confined to the hospital and office.” These 
things argue for the traditional criteria of 
fitness on their part. The Lord be praised 
for even 10 per cent. 

Failure properly to integrate the general 
practitioner in our scheme of things would 
seem to signify a bankrupt civilization; 
complete re-education as to his place in the 
community is badly needed. 

After all, what specialist of today ap- 
proaches the stature of Daniel Drake, 
general practitioner extraordinary whose 
meticulous descriptions of the diseases of 
his time (obit 1852) in America are un- 
excelled in the field of clinical research. 
Read Garrison’s judgment of him (History 
of Medicine) and feel shame that today’s 
stage would have no role for such a man 
to play. Read it and weep. 

It is Fellows in General Practice some- 
what of the Daniel Drake type that group 
practice of every sort now lacks. This lack 
could be and should be corrected. 

An age of specialization must provide a 
healthy corrective to otherwise inevitable 

—Concluded on page 14 
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THE DIAGNOSIS OF CARCINOMA OF THE COLON 
AND RECTUM 


L. Carl Sanders, M.D., F.A.C.P. 


Memphis, Tennessee 


LTHOUGH «carcinoma of the colon 

presents no definite sequence of symp- 
toms, the diagnosis may be more easily 
established if one bears in mind that the 
disease manifests itself differently to some 
extent in the right and left portions. The 
reason for this is that developmentally, an- 
atomically and physiologically, the right and 
left halves of the colon are quite distinct. 
To the middle of the transverse segment on 
the right, the colon develops from the mid- 
gut. This half is large and mobile, its walls 
are thin and permeable, its contents are 
liquid, and its function is digestion and 
absorption. The blood supply on the right 
side comes through the superior mesenteric 
artery. The lymph nodes are abundant, and 
carcinoma metatasizes slowly. 

Beyond the middle of the transverse seg- 
ment, the colon is developed from the hind- 
gut. It is smaller than the right half, more 
tubular and muscular, and, with the excep- 
tion of the sigmoid, is immobile. The func- 
tion of the left colon is storage and its 
contents are soft or solid. The blood supply 
is derived from the inferior mesenteric 
artery. The lymph nodes being less abun- 
dant than on the right, malignant cells 
metastasize earlier. 

Carcinomata of the right colon are usually 
large, bulky, ulcerative growths of the 
medullary or mucoid type, with irregular, 
extensively exposed surfaces. They rarely 
produce obstruction because of (1) the 
liquid fecal stream, (2) the lack of a ten- 
dency to encircle the bowel, and (3) the 
likelihood that the tumor will ulcerate and 
perforate, leading to the formation-of an 
abscess. The most common site of carcinoma 
on this side is at the junction of the ascend- 
ing segment and the hepatic flexure. 

In the left half of the colon are found 
the scirrhotic or fibrous carcinomata. These 
tumors, the majority of which are encount 
cred at the sigmoid flexure, usually encircle 
the bowel and produce obstruction early in 
their course. 
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Symptoms.—In view of the foregoing 
facts, it may be said that the symptoms of 
carcinoma of the colon vary according to 
the situation of the !esion, its pathologic 
type and the presence or absence of compli- 
cations, such as obstruction, ulceration, per- 
foration and metastases. 

The earlier symptoms are usually vague 
and insidious in onset, although occasionally 
they appear with explosive suddenness. The 
average duration before the patient seeks 
examination is from 10 to 15 months. On 
the whole, lesions on the right manifest 
themselves later than those on the left. 

Carcinoma of the right colon also pre- 
sents more diagnostic difficulty than that of 
the left colon. In the majority of cases, the 
symptoms referable to lesions on this side 
may be classified into three groups:’ (1) 
Anemia, with loss of appetite, weight and 
strength, (2) digestive disturbance, and 
(3) a mass in the right abdomen, acci- 
dentally discovered. Because of the rapid 
absorption from extensive ulcerating 
growths in this location, toxic symptoms, 
such as fatigue, insomnia, nervousness and 
headache, are generally associated. 

Anemia is probably the most common 
symptom. Since anemia may be of any one 
of a number of origins, carcinoma in this 
area may grow to an advanced stage with- 
out being suspected unless a roentgeno- 
graphic study of the gastro-intestinal tract is 
made. Not infrequently, the patient has all 
the clinical manifestations of pernicious 
anemia. Within recent weeks, we have ob- 
served three patients whose sole complaint 
was weakness. On examination, they were 
found to have a severe anemia, simulating 
the pernicious type. In each case, gastro- 
intestinal roentgenograms revealed a large 
filling defect in the cecum, typical of carci- 
noma. Microscopic examination of the 
growths after removal confirmed the diag- 
nosis of medullary carcinoma. 

In the second group, i.e., those mani- 
fested first by digestive disturbance, ex- 
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cessive gas, nausea and vomiting, and 
diarrhea are usually conspicuous features. 
The diarrhea may alternate with constipa- 
tion, and may be accompanied by dark 
blood in the stools. An epigastric or right 
abdominal soreness and a more or less con- 
stant aching pain may be associated. These 
patients are often treated for gallbladder 
disease or pi greene with no thought of 
carcinoma of the colon. The more vague 
the symptoms referable to the right abdo- 
men, the more surely should carcinoma be 


— 

efinite obstructive symptoms of right 
colon growths are usually observed rather 
late, from occlusion of the ileocecal valve 
or of the hepatic flexure, or, rarely, from 
volvulus or intussusception. Nausea and 
vomiting, gaseous distention, borborygmus, 
visible peristalsis and severe pain are in- 
dications of this complication. The pain is 
usually intermittent and is of a griping 
nature, as distinguished from the sharp pain 
of appendicitis and the boring pain of an 
ulcer. 

The discovery, by the patient, or by the 
doctor in the course of a routine examina- 
tion, of a mass in the right abdomen is a 
fairly common occurrence. The patient may 
have few, if any, other complaints. The 
liquid fecal stream, the large lumen, and 
the mobility of the colon allow the tumor 
to attain large proportions before being de- 
tected. In some cases, the growth attaches 
itself to other viscera, producing an inflam- 
matory edema and thus increasing the size 
of the mass. 

Of a series of 223 patients, comprising 
115 females and 108 males, who were 
operated upon in our clinic for carcinoma 
of the colon, 36 had a lesion on the right, 
112 a lesion in the transverse or left colon, 
and 77 had rectal malignancies. Three of 
the patients had two separate carcinomata, 
though one of the three had one tumor re- 
moved elsewhere a short time before she 
came under our observation. 

Of the 36 right colon growths, 26 were 
in the cecum and ascending segments and 
10 were at the hepatic flexure. Obstructive 
symptoms, usually of mild degree, were as- 
Sociated in 24 of the number. Pain was 
severe in 20 and mild in 10. Twenty-two, 
or almost 2/4, of these patients had anemia. 


Twenty had digestive symptoms of one type 
or another, and 19, or more than 1/4, had 
a palpable mass. Conspicuous is the fact that 
/, of the group reported the passage of 
blood in the stools. (Table I.) 


TABLE I. 
CARCINOMA OF THE RIGHT COLON 
OUTSTANDING SYMPTOMS IN 36 CASES 


12S tae te et certs emi tr re eh St 30 
ENT a a PRE EAR Se et Na 22 
DL re rere 19 
Ee ees 18 
Gaseous distention ............... 14 
ee re 14 
BIOOGMOYSEOONS) 56.6.6 055 0 one cers avelen os 12 
Nausea and vomiting ............. 11 
PIED ee FPS rsee esses 5, oe aceierew kee 10 
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Carcinoma of the Left Colon.—In the 
majority of cases, carcinomata of the left 
colon manifest themselves primarily by 
symptoms of obstruction. Burgess' found 
that intestinal obstruction in the adult was 
caused by carcinoma of the colon in 173 of 
199 cases, and of this number, 14 per cent 
were in the right half and 86 per cent were 
in the left half. Occasionally, the obstruc- 
tion is acute in the beginning, appearing 
without previous warning. As a rule, how- 
ever, it is gradual in onset, an alteration 
of bowel function being the earliest indica- 
tion. The patient has difficulty in obtaining 
a satisfactory movement and finds it nec- 
essary to take frequent’ or daily laxatives or 
enemas. On the other hand, diarrhea may 
be the only symptom, or, diarrhea may alter- 
nate with constipation. More often than 
not, patients report the passage of blood and 
mucus. Nausea and vomiting are not un- 
common. Here, also, the pain may be dull 
and aching, though generally it is inter- 
mittent and cramp-like. A palpable, tender, 
firm mass may be elicited, especially if the 
growth is in the transverse segment or the 
sigmoid. Visible or palpable peristalsis and 
borborygmus or a gurgling or tympanitic 
sound and abdominal distention, with relief 
by the passage of gas, complete the picture. 
Not infrequently, the location of the growth 
may be determined by the fact that peri- 
stalsis and borborygmus cease at that point. 

In addition to these manifestations, the 
patient may complain of urinary frequency, 
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rigors and fever incident to pressure upon 
the urethra by the tumor. In other cases, 
pressure by the tumor gives rise to a sense 
of weight or a bearing down feeling in the 
lower abdomen, or pain in the back and 
down the legs. Anemia, weight loss and 
cachexia appear late, usually indicating 
metastases and an approaching lethal state. 
Abdominal pain, constipation, gaseous 
distention and the passage of blood were 
predominant manifestations of the 112 car- 
cinomata of the left colon in this series. The 
pain was severe in 60 cases and mild in 25. 
Constipation was a symptom in 73, dis- 
tention in 58, and bloody stools in 50. 
Diarrhea, nausea and vomiting, and _ bor- 
borygmus were present in about 1/4 of the 
cases. It is noteworthy that 39, or 14, of 
these patients were anemic. (Table IT.) 


TABLE II. 


CARCINOMA OF THE LEFT COLON 
OUTSTANDING SYMPTOMS IN 112 CASES 


Pain (Mild, 25; Severe, 60) ........ 85 
a Eee er 73 
Gaseous distention ............... 58 
Blood in stools (22 with mucus) ... 50 
1 ETT Ea Sag nae errno tet 39 
eee 38 
EE Ee ee ae eet 27 
| N ST CE  eaeae eed ae 26 
} OO ee ee eee. e ne 26 
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Carcinoma of the rectum should present 
little diagnostic difficulty. The outstanding 
features are constipation, with a sense of 
constant fullness and pressure within the 
rectum; frequently, pain and tenesmus on 
defecation ; and the passage of bright blood 
and mucus. Abdominal distention and pain, 
a mild diarrhea, anemia, weight loss and 
weakness are likewise prominent in the 
syndrome. Frank hemorrhage occurs more 
often from polypi undergoing malignant 
degeneration. Here, again, urinary disturb- 
ances incident to pressure upon the urethra 
may be reported. 

Of a total of 77 cases of carcinoma of 
the rectum, a palpable mass was found in 
72. The passage of blood was reported in 
67. In a few cases, this was the only 
symptom. Forty-eight patients complained 


MEDICAL TIMES, JANUARY, 1947 


of pain, 26 having severe pain and 22 a 
mild type. Constipation and a sense of dis- 
comfort within the rectum were reported 
by 41 and 40 patients, an agp 5 Twenty- 
eight had diarrhea, usually mild. Twenty- 
two reported having had abdominal dis- 
tention, though with few exceptions this 
was likewise of mild degree. Thirty patients 
had lost weight, 22 had some degree of 
anemia, and 21 described a noticeable weak- 
ness. Abdominal distress and soreness, loss 
of appetite, and nausea and vomiting were 
less common in this group. (Table III.) 


TABLE III. 

CARCINOMA OF THE RECTUM 
OUTSTANDING SYMPTOMS IN 77 CASES 
Palpable mass 72 
Blood in stools (24 with mucus) .... 67 
Abdominal pain (Mild 22; Severe 26) 48 
Constipation 
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Diagnosis——In making a diagnosis of 
carcinoma of the colon, one has three highly 
effective aids: (1) the history, (2) digital 
examination of the rectum and sigmoidos- 
copy, and (3) roentgenograms. The rou- 
tine use of these procedures by physicians 
at the original examination would favorably 
alter the outlook for many patients by per- 
mitting surgery while the disease is still 
amenable to cure. 

A penetrating inquiry into the patient's 
complaints is foremost among these 
measures. Bearing in mind the numerous 
manifestations of carcinoma, one should be 
able to elicit one or more to suggest its 
presence. Not infrequently, the diagnosis 
may be made from the history alone, and 
occasionally the history may be one’s sole 
guide to the discovery of the lesion. We 
have had this experience several times. One 
case in point was that of a man, aged 43, 
who had been placed in the hospital with 
a diagnosis of recurrent appendicitis. He 
had had several attacks of acute pain in the 
right lower abdomen during the previous 








eight months. There was no history of the 
passage of blood, and roentgenograms of 
the gastro-intestinal tract on two different 
occasions had failed to demonstrate a lesion. 
Upon detailed questioning, the patient de- 
scribed the attacks of pain as griping in 
character, and from this one fact an ob- 
structing growth was suspected. Exploration 
disclosed a carcinoma in the lower sigmoid. 

The importance of a digital and procto- 
scopic examination cannot be over-rated in 
the study of lesions of the lower sigmoid 
and rectum. Digital examination alone will 
usually reveal a growth in the rectum and, 
if the rectum is dilated, will lead one to 
suspect an obstructive lesion of the lower 
sigmoid. It is our custom to make a digital 
examination supplemented by sigmoidos- 
copy in every case wherein colon disease is 
suspected. The latter procedure is not only 
useful for confirming the presence of a 
palpable lesion and determining its extent, 
but is also valuable for detecting lesions be- 
yond the palpating finger and for taking 
specimens for microscopic study. 

Every patient who gives a history of a 
change in bowel habit which has persisted 
over a period of weeks should have a thor- 
ough roentgenographic study of the gastro- 
intestinal tract unless the cause is found by 
digital and proctoscopic examination. 

The picture presented by carcinoma is 
that of a filling defect in the colon wall. 
The defect may be annular, polypoid, or 
may appear as an irregular niche in the 
wall. Usually, it is accompanied by some 
degree of spasm. Irregular defects are seen 
more often in the cecum, whereas the en- 
circling and polypoid types are likely to be 
observed in the left half of the colon. 

The use of the barium enema for the 
roentgenographic study is imperative. The 
colon should first be thoroughly cleansed; 
otherwise, fecal matter and gas forced up 
by the column of barium may present a 
confusing picture. Examination under the 
fluoroscope during the administration of the 
barium is particularly advantageous for dis- 
closing lesions in the loops of the sigmoid 
behind the rectum. These loops are difficult 
to visualize unless the patient is turned 
from side to side while the barium flows 
upward. A film taken after the barium has 


been evacuated is likewise valuable, in that 
retained flecks of barium not seen in the 
filled colon may thus be shown. When a 
more accurate picture is desired, roentgeno- 
grams made following the injection of air, 
according to the method of Fischer, will 
depict the topography of the colon in detail. 

In some cases, the colon cannot be well 
filled by the barium enema because of in- 
testinal spasm or damage to the anal 
sphincter. In this event, barium should be 
given by mouth and the colon observed at 
18 and 24 hour intervals thereafter. The 
ingested barium, however, should not be re- 
lied upon solely; the barium enema should 
be employed routinely unless prevented by 
mechanical difficulties. 

The necessity for a complete roentgeno- 
graphic study of the colon was impressed 
upon us several years ago by the regrettable 
experience of one of our patients. He en- 
tered the hospital for examination because 
of a dull pain and distress in the epigastri- 
um and around the costal margin, gaseous 
distention, constipation and fatigue. A study 
of the gallbladder revealed no evidence of 
disease. A gastro-intestinal roentgenogram 
following the ingestion of barium was nega- 
tive to the splenic flexure, but beyond this 
point the study was not pursued. He re- 
turned nine months later, having lost con- 
siderable weight in the interim and being in 
a state of almost complete exhaustion. At 
this time, the liver was enlarged, firm and 
nodular. On exploration of the abdomen, 
a carcinoma was found in the middle of the 
sigmoid and the liver was filled with met- 
astases, precluding any hope of relief by 
resection. Had the colon been observed in 
its entirety by barium enema at the first 
examination, this patient might be living 
today. 

Not infrequently, one has difficulty in 
distinguishing carcinoma from some other 
type of lesion. Especially is this true if 
another disease is coexistant. Among those 
most likely to cause confusion are appendi- 
ceal abscess, amebic abscess, diverticulitis, 
ulcerative colitis, syphilitic granuloma, 
actinomycosis, tuberculous ulcer and en- 
dometrioma. 

In the presence of an appendiceal abscess, 
the patient gives a history of abdominal 
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pain of a sharp, knife-like character, rather 
than of a cramping pain as in carcinoma. 
The abdomen is extremely tender over the 
abscess area and the white blood count is 
elevated. As a rule, the mass is lower in 
the right abdomen, being palpated in the 
iliac fossa. If there is a draining sinus, the 
drainage of purulent rather than colloid 
material will aid in deciding the point. 

Amebic abscess, also, may be suggested 
by an acute pain, a tender mass, abdominal 
soreness and bloody stools. In these cases, 
however, the patient usually gives a history 
of dysentery over a period of years, and the 
Endamoeba histolytica is generally discov- 
ered in the stools. 

Diverticulitis is characterized roentgeno- 
graphically by multiple small bud-like 
masses along the margins of the colon, with 
segmentation and irritability. The divertic- 
ula are better visualized after expulsion of 
the barium enema. The history of previous 
attacks of pain, localized soreness and fever 
with other evidence of an acute infection, 
is in favor of diverticulitis. If perforation 
has taken place, leading to abscess forma- 
tion and obstruction, the diagnosis becomes 
more difficult and may even be impossible 
prior to operation. 

Ulcerative colitis is practically always as- 
sociated with an inflammation of the rectal 
mucosa. During the early stage, the roent- 
genogram will reveal a more or less marked 
spasticity. The contraction, however, is not 
permanent, but may be relaxed by the ad- 
ministration of belladonna. In the late stage 
of the disease; the colon pres-nts a seg- 
mented, lead-pipe appearance. 

Polyposis, unless associated with ulcera- 
tive colitis, may be distinguished by the lack 
of a palpable mass and, in any case, by the 
proctoscopic and roentgenographic demon- 
stration of the polypi. 

A syphilitic granuloma, sometimes con- 
fused with carcinoma of the rectum or lower 
bowel, may be differentiated in the early 
stage by a firm, coarsely granular ulceration 
of the mucosa, and in the late stages by an 
obvious stricture. Wassermann and Frei 
tests will assist one in making the distinc- 
tion. 

Rarely, one encounters an actinomycosis 
of the colon, which symptomatically is al- 
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most identical with carcinoma. This condi- 
tion, however, is accompanied by irregular 
fever, chills, sweats and pallor, and the 
actinomyces may usually be found in the 
feces. 

One of the most difficult differential 
diagnoses to make is that between carcinoma 
and tuberculosis of the colon. An example 
of this was found in one of our recent 
cases. The patient, a woman aged 68, gave 
a history of having been weak and under 
par every spring for three years. At the 
beginning of these symptoms, she was 
found to have amebiasis, though this had 
apparently cleared under treatment. She had 
had a rather severe anemia during the three 
years, for which she had received consider- 
able medication, with only temporary bene- 
fit. Her appetite was poor, but she had no 
digestive disturbance, and no diarrhea nor 
constipation. On examination, a firm, mov- 
able mass was found in the right abdomen; 
the mass was not tender. A roentgenogram 
revealed a napkin-ring, constant filling de- 
fect in the middle of the ascending colon 
and another in the proximal half of the 
transverse segment. The lesions were be- 
lieved to be carcinomata. On exploration 
of the abdomen, a circular ulcer was found 
in the ascending segment, destroying the 
mucosa and producing marked obstruction ; 
from that point, the bowel was normal to 
the beginning of the transverse portion, 
where a second ulcer completely encircled 
the wall. The remainder of the colon was 
apparently normal. There was some en- 
largement of the glands adjacent to the 
ulcers, though no metastases could be found 
in the liver. Pathologic study of the ulcers 
and the glands after right colectomy proved 
them to be tuberculous. In this case, the 
only distinguishing features from carcinoma 
were the lack of digestive symptoms or dis- 
turbance of bowel function and abdominal 
pain and tenderness. The loss of appetite, 
the anemia, and the roentgenographic pic- 
ture, however, were in favor of carcinoma. 

The possibility of mistaking an endo- 
metrioma of the sigmoid or rectum for car- 
cinoma in female patients should also be 
borne in mind. Endometrial implants are 
frequently found in these areas, presenting 
an external appearance identical to that of 
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4 constricting malignant growth. As 4 rule, 
endometriomata of the sigmoid and rectum 
are'associated with deposits elsewhere in the 
pelvis and may thus be recognized. An ex- 
aggeration of the symptoms prior to and 
during menstruation is also a noteworthy 
point. A careful history and thorough ex- 
ploration for _— implants is of vital im- 
portance to determine the true nature of 
the growth, as endometriomata usually dis- 
appear spontaneously following removal of 
the ovaries, making resection unnecessary. 
At most, a local excision of the tumor will 
generally suffice. 

Prognosis.—The . prospect for cure by 
surgery is less satisfactory in carcinoma of 
the left half of the colon, in that obstruc- 
tion with its attendant toxemia and im- 
paired resistance is more likely, and also 
because the lymph nodes are less abundant 
and metastasis takes place relatively early. 
As is well known, however, the prognosis 
depends largely upon the stage of the 
disease at the time the patient comes to 
surgery. Most of the poor results are at- 
tributable to ignorance and to delay on the 
part of the patients in consulting a physi- 
cian, though in a considerable number of 
cases failure on the part of physicians to 
recognize the symptoms and to make a com- 
plete examination is responsible. Not in- 
frequently, the patient has been treated for 
some other disease. These facts were demon- 
strated just recently in the case of one of 
our patients, a lady aged 47, who came to 
us with a history of abdominal cramps and 
bloody stools, of three years’ duration. Her 
home physician had made a diagnosis of 
amebic dysentery and had given her hypo- 
dermics for relief of pain. With her last 
attack, which had begun ten days prior to 
her visit to us, she was placed in her local 
hospital, where roentgenograms were made 
for the first time and the tumor was dis- 
covered. Exploration revealed an advanced 
carcinoma of the rectosigmoid. The patient 
lived only a year and a half following ab- 
dominoperineal resection. 

Of the 223 patients included in the 
present study, 22, or almost 10 per cent, had 
been under treatment for other diseases, in- 
cluding amebiasis, diarrhea, colitis, malaria, 
anemia, inactive colon, intestinal obstruc- 


tion, adhesions, and rectal ulcer. One of the 
patients had been operated upon in the be- 
lief that the colon tumor was a hernia. It is 
significant that 9 of the 22 had been treated 
for hemorrhoids, all of whom had a car- 
cinoma of the rectum. In a few cases, the 
diagnosis was not given. 

In our own experience, the percentage 
of ten year survivals following resection has 
been appreciably higher than that of our 
five year survivals. Of 86 patients operated 
upon 5 years or more ago, 58 had a resec- 
tion. One of the 58 is still living, 22 years 
later, 5 are living 15 or more years later, 
4 have survived 10 years or longer, and 11 
have survived 5 years or more. Thus, a total 
of 21 have survived from 5 to 22 years after 
removal of the malignancy. These 21 repre- 
sent 24.4 per cent of the total of 86 patients 
operated upon 5 or more years ago, and 
36.2 per cent of the 58 for whom resection 
was performed during the same period. The 
higher percentage of 10 year survivals indi- 
cates that our efforts to see patients with 
carcinoma of the colon at a curable stage 
have profited us little. On the other hand, 
these figures clearly illustrate the favorable 
prognosis which may be offered when the 
disease is recognized and properly treated 
before metastases become extensive. 


Summary 


S INCE the right and left portions of the 

colon differ in their development, 
anatomy and function, the pathology and 
symptoms of carcinoma of the colon vary 
to some extent according to the location of 
the lesion in the two halves. 

The right colon, which is developed from 
the midgut, is large and mobile, its walls 
are thin and permeable and its contents are 
liquid. Growths in this portion are usually 
of the medullary or mucoid type, which 
tend to ulcerate and perforate. Because of 
these facts, obstruction is uncommon. The 
abundant lymph nodes on the right tend to 
prevent early metastases. 

In the left half of the colon, which is 
developed from the hindgut and is more 
tubular and muscular, carcinomata are us- 
ually scirrhotic, with a tendency to encircle 
the bowel and produce obstruction early in 
their course. The lymph glands being less 


MEDICAL TIMES, JANUARY, 1947 














se 


”-™~S owe 


Coo mew SCS OO HM ~ 


is 


- 
le 


47 








abundant, the growths usually metastasize 
sooner than on the right. 

In carcinoma of the right colon, the out- 
standing symptoms are (1) anemia, often 
resembling the pernicious type, loss of ap- 
petite, weight and strength, (2) digestive 
disturbances and (3) a mass in the right 
abdomen. Fatigue, insomnia, nervousness, 
headache and other toxic manifestations may 
be associated. 

Obstructive symptoms from growths in 
the cecum and ascending colon usually in- 
dicate a rather late stage of the disease, 
though tumors at the hepatic flexure become 
obstructive comparatively early. 

The most outstanding symptoms of catci- 
noma of the left colon are those of obstruc- 
tion. Intermittent cramping pain, and con- 
stipation, often alternating with diarrhea, 
or diarrhea alone, are almost universal com- 
plaints. Blood and mucus in the stools are 
reported by a large majority of patients. 
If located in the sigmoid or rectosigmoid, 
the growth may be felt on palpation of the 
abdomen. 

Carcinoma of the rectum is characterized 
chiefly by pain, constipation, and a sense 
of fullness and pressure within the rectum. 
Diarrhea may alternate with constipation. 
Bright blood in the stools, often with 
mucus, is a common finding. Pressure upon 





the urethra may give rise to urinary dis- 
turbances and low back pain. 

The diagnosis of carcinoma may be easily 
established by the history, by fluoroscopic 
and roentgenographic study of the entire 
colon with the barium enema, and by digi- 
tal examination of the rectum and sigmoid- 
oscopy. Not infrequently, the diagnosis may 
rest upon any one of the three alone. Fail- 
ure to use any one of these measures may be 
disastrous for the patient. 

The differential diagnosis: may present 
some difficulties, especially if other disease 
is coexistent. Appendical abscess, amebic 
abscess, diverticulitis, ulcerative colitis, 
syphilitic granuloma, actinomycosis, tuber- 
culous ulcers and endometriomata are 
lesions which may require a distinction from 
carcinoma, 

The prognosis depends largely upon the 
extent of the disease process when the 
patient comes to surgery. If the growth is 
recognized and removed before metastases 
become extensive, life may be prolonged 
five or more years in 1/4, to 1/4, of the cases. 
The responsibility rests with the examining 
physician whom the patient consults in the 
first place. 

Reference 


Burgess, A. H.: Treatment of Ozstruction of the 
Colon, Brit. Med. Jour. 2:547, (Sept.) 1923. 


PREVENTION OF POSTOPERATIVE DISTENTION 
BY USE OF PROSTIGMIN 


Otho C. Hudson, M.D., F.A.C.S. 
Hempstead, N. Y. 


N anieges: surgery there are a few 
types of operations that give postopera- 
tive distention. 

In certain fractures also distention may 
occur and cause considerable discomfort to 
the patient. 

After fractures of the cervical spine, and 
especially of the dorsal and lumbar spine, 
there is an immediate paresis of the intes- 
tinal musculature, due to short-circuiting of 
the sympathetic system. This causes ab- 
dominal distention, nausea and vomiting 
that may last for some days. 

In fractures of the pelvis the same condi- 
tion occurs. 
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In some fractures about the hip this con- 
dition may occur. 

After operations that require extensive 
plaster spicas or jackets this condition may 
superverne. 

Formerly we used surgical pituitrin with 
reduction of distention. Now we use pro- 
stigmin, one ampule every three hours, for 
10 to 12 doses, from the time of the acci- 
dent or operation. 

Since we have routinely used this drug 
our patients do aot have abdominal dis- 
tention, and very little nausea and vomiting. 
PROFESSIONAL BUILDING 











THE EVOLUTION OF INGUINAL HERNIA SURGERY 
II* 


Henry O. Marcy’s Historical Place 


i paw new era of antisepsis first saw the 
surgical opening of the inguinal area 
under rational conditions. Marcy brought 
back to America from his pupilage un- 
der Lister (he was 
Lister's first American 
pupil) a knowledge of 
how to prepare and 
safeguard catgut—and 
even some of Lister's 
suture material, anti- 
septisized with phenol 
by the master himself. 
Marcy proceeded to 
close various aseptic 
wounds in layers with- 
out drainage and his 
success set him to work 
On reconstruction of the 
inguinal canal itself. 
American surgeons 
in Marcy's early period 
of Boston practice were 
averse to any attempts 
at the radical cure of 
hernia, and properly so, 
considering the risk of infection and the 
extreme likelihood of recurrence; but 
Marcy, in 1871, when operating to relieve 
strangulated hernia, began to take ad- 
vantage of the emergent circumstance and 
repair the internal ring with carbolized 
catgut; and he found that this step alone 
prevented recurrence of the hernia in 
some of his cases. Others began to follow 
his example and in papers published 
by him he reported his own further 
results and those of others. From this 
point on, he gradually developed his pre- 
Bassini herniorrhaphy and foreshadowed 
the long succession of modern procedures. 
So by 1881, according to Harold Ed- 
wards (Brit. ]. of Surg. 31:172-185, Oc- 
tober, 1943), Marcy’s thinking and work 


*Part II of a series. 





took shape in high ligation of the sac, 
transplantation of the cord, and recon- 
struction of the canal. He tied the sac with 
a double suture of kangaroo tendon (a 
material which he found 
did not swell and soften 
in water as catgut did), 
excised any redundancy, 
repaired the internal 
ring, and with kangaroo 
sutures sewed the con- 
joined tendon to Pou- 
part’s ligament. 


ARCY was born 

at Otis, Massa- 
chusetts, on June 23, 
1837. He was of old 
Puritan stock. After 
graduation from Am- 
herst, he entered the 
Harvard Medical 
School, receiving his 
M.D. degree in 1864. 
After service in the 
Civil .War as Medi- 
cal Director on General Sherman's staff in 
the Carolina campaign, Marcy practiced 
in Boston for awhile and then studied in 
Europe under Virchow, Paget, Spencer 
Wells and Lister. Upon returning to Bos- 
ton he found the new ideas gained from 
his work abroad regarding surgical anti 
sepsis strongly resisted and in 1880 he 
established a private hospital of his own 
in Cambridge, having been unable, because 
of the unpopularity of his methods, to se- 
cure any hospital or teaching position of 
importance. All this was owing to the 
powerful influence of Boston’s surgical 
Pooh-Bah, Henry J. Bigelow. Bigelow, for 
all his undoubted brilliance, fanned, we 
suspect, by his tuberculosis, was an un- 
principled and unscrupulous martinet and 
poseur. Thus in 1879 he destroyed his own 
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PLATE I 





Fig. 1. Showing manner of closure of internal ring, with double continuous ten- 
don suture; needle is reth d for 





Fig. 2. Introduction of the threaded needle. 
Fig. 3. Line of external sutures loosely taken, uniting Poupart’s ligament to the 


conjoined tendon; the cord is seen beneath the sutures, escaping externally 
below the knot. 


{Adapted from Marcy’s Anatomy and Surgical Treatment of Hernia} 
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son's professional career, forcing him to 
abandon his promising bacteriological in- 
vestigations and assigning him to the 
thoroughly distasteful post of surgeon to 
Out-patients at the Massachusetts General 
Hospital, so that in 1882 this son (William 
Sturgis Bigelow) abandoned medicine al- 
together. 

Now Marcy’s work was largely con- 
cerned with bacteriological considerations. 
He and his assistants were early pioneers 
in this field, in its surgical aspects. Bige- 
low seems to have had a special grudge 
against the new science, then rapidly gain- 
ing momentum; in 1880 Pasteur was to 
discover the streptococcus and_staphylo- 
coccus, in 1881 Ogston was to discover 
staphylococci in abscesses, in 1881 Koch 
was to introduce steam sterilization, while 
the 1883 Fehleisen was to obtain pure 
cultures of streptococci in erysipelas. 

Bigelow declared Marcy’s methods—use 
of absorbable sutures, antiseptic solutions 
(bichloride and phenol),, disinfection of 
hands, etc.—“‘only another fad, unworthy 
of consideration.” What Bigelow would 
have said and thought of Marcy’s rubber 
gloves, later adopted by him, is a pertinent 
question. However, Marcy proceeded with 
his successful abdominal surgery, in Cam- 
bridge, and, says Henry R. Viets, should 
undoubtedly receive credit as the evangel 
of antiseptic wound treatment in America. 

While the pontifical Bigelow and his 
cohorts were able to keep Marcy out of 
important medical posts in Boston, they 
could not prevent certain civic achieve- 
ments on his part in that city. Thus Marcy 
was actively concerned in building the 
Harvard Bridge, the Charles River Basin 
and Esplanade, and the Massachusetts In- 
stitute of Technology. 

Marcy became President of the Amer- 
ican Medical Association in 1892 and was 
a member of the American College of 
Surgeons and of the British Medical As- 
sociation. Wesleyan University made him 
an LL.D. He wrote a good deal on sur- 
gical topics, especially hernia. His Anatomy 
and Surgical Treatment of Hernia is a 
monumental work, richly illustrated. 

The evil that men do lives after them; 
we suspect that the malevolence of Bige- 
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low has possibly obscured Marcy's real 
stature to this day in America, so that it 
is from foreign authority, such as that 
cited in our third paragraph, that recog- 
nition now comes of Marcy’s place in the 
evolution of inguinal hernia surgery. Marcy 
himself seems not to have been concerned 
over the matter, writing casually at one 
time that the Bassini method was “quite 
similar” to his own operation. 

This truly notable figure in the annals 
of surgery died January 1, 1924, aged 87 
years. 


PLATE II 


The needle having pierced the tis- 
sues, has been unthreaded, and is re- 
threaded with the opposite end of the 
suture, ready for withdrawal. 


Fig. 1. 


The needle has been withdrawn, 
carrying the suture with it, thus com- 
pleting the first stitch. 


Fig. 2. 


The needle, still threaded with the 
end of the suture, is ready for its 
second insertion. 


Fig. 3. 


The needle, having pierced the tis- 
tissues for the second stitch, is ready 
to be unthreaded, and then is to be 
threaded with the opposite end of the 
suture and withdrawn. 


Fig. 4. 


The needle, rethreaded with the op- 
posite end of the suture, is ready for 
withdrawal, thus completing the 
second stitch. 


Fig. 5. 


Several stitches completed and loosely 
drawn, the better to exhibit the 
method of continuous suturing. 


Fig. 6. 


The coaptation of the posterior bor- 


Fig. 7 
der of the inguinal canal. 


Fig. 8. The cord is replaced beneath the line 
of suturing, and two stitches, loosely 
drawn, taken through the superficial 
structures to inclose them and to 
cover the cord. 


The coaptation of the skin by a run- 


Fig. 9. 
ning buried-tendon suture. 


(Adapted from Marcy’s Anatomy and Sur- 
gical Treatment of Hernia) 
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TREATMENT OF SEVERE ATOPIC ECZEMA 
WITH BENADRYL 


John L. Switzer, M.D. 


Chicago, Illinois 


HERE has been an increasing influx of 

reports in the medical literature record- 
ing the successful treatment of various al- 
lergic states with benadryl. The following 
case report seems to give some evidence 
that benadryl may be of some aid in the 
treatment of severe atopic eczema. Because 
of the usual difficulty in successfully man- 
aging severe atopic eczema, and the maximal 
relief obtained in a short period of time, 
the following case is reported. 

Miss J. R., 14 yrs. old, presented herself 
with severe, weeping and scaly eczema of 
the face, anterior surface of the neck, 
cubital fossae, popliteal fossac, and volar 
surfaces of both wrists. She had been an 
allergic child, with infantile eczema, and at 
present has some seasonal rhinorrhea. The 
patient had been skin tested frequently, and 
was found to be allergic to all the substances 
in several physicians’ skin testing kits. Dis- 
couraged, she had seen several dermatolo- 
gists who were unable to aid her during 
1944-45. Due to the severity of the skin 
lesions and the intractable pruritus the 
patient had been unable to leave her home 
and had not engaged in any social activities. 
Physical examination was negative except 


EDITORIALS 
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narrowness, with responsibility segmented 
and compartmented and ailing humanity 
frustrated, not to say gypped. 


Encouraging Trends in Heart Disease 
HE statistical studies made by the 
Metropolitan Life Insurance Company 

of the principal cardiovascular-renal diseases 

causing the deaths of industrial policy 
holders tend to show that we have some 
reasons for optimism as regards this sphere 
of medicine. Certain favorable mortality 
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for the facial, cubital, popliteal, wrist, and 
neck areas which showed scaly, weeping, 
excoriated eczematous lesions. A diagnosis 
of atopic eczema was made and the patient 
was started on elixir of benadryl, one tea- 
spoonful every four hours. The following 
day the areas were dry, and there as no 
itching. The third day the scaly areas were 
absent, and the only evidence of previous 
lesions was some pink pigmentation of the 
areas. 

The fourth day the mother reported a 
slight recurrence of the lesions. The bena- 
dryl was increased to 50 mg. four times 
a day. Since then the eczema has been ade- 
quately controlled. There have been no side- 
effects attributable to the administration of 
the benadryl. Laboratory tests were all with- 
in physiological limits, except for the hemo- 
gram which showed about 5 per cent eosino- 
philia. 

A case of severe atopic eczema was ob- 
served. The patient received excellent relief 
from this condition with benadryl. The 
period of observation was one month. 
SUITE 208, 2501 West DEVON AVENUE 
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trends suggest that a number of factors are 
operating to the advantage of the persons 
concerned. Thus syphilis is being treated 
more intensively, and since at the younger 
ages the germ enemies of mankind are be- 
ing more successfully attacked chemothera- 
peutically we are seeing fewer cardiovascu- 
lar-renal deaths resulting from previous in- 
fection in this group. Then medical care in 
general is better, nutrition is better, stand- 
ards of living are better, and there is less 
hard manual labor as machinery carries a 
larger and larger burden. With respect to 


—Concluded on page 27 
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CONTEMPORARY PROGRESS 


OBSTETRICS 


Saddle Block Anesthesia with 
“Nupercaine” for Obstetrics 


R. J. PARMLEY and JOHN ADRIANI 
(Southern Medical Journal, 39:191, March 
1946) report the use of saddle block 
anesthesia with “‘nupercaine’” in the de- 
livery of 100 patients, all of whom were 
normal without obstetric complications or 
systemic abnormalities. ‘“‘Nupercaine,” 0.5 
cc. of a 1/200 solution, was mixed with 
0.5 cc. of 10 per cent glucose; the in- 
jection was made in the third or fourth 
lumbar interspace, preferably the latter (if 
accessible), with the patient in the upright 
position. When the needle was in the 
spinal canal, aspiration was done to in- 
sure a free flow of spinal fluid, but not 
more than 0.1 cc. of spinal fluid “was 
aspirated into the anesthetic solution. The 
patient was kept in the upright position 
for thirty seconds. The injection was given 
after the first stage of labor had begun, 
usually when contractions were occurring 
every three to four minutes and the os was 
5 to 6 cm. dilated. Sedatives were given in 
only 3 cases in this series to patients who 
were very apprehensive. The injection was 
repeated if analgesia was not obtained with 
the first injection, or when the analgesia 
began to wear off. In the majority of cases, 
satisfactory analgesia was obtained and 
anesthesia at delivery. As a rule, anesthesia 
was established in two to five minutes and 
lasted an average of three hours. In 32 
per cent of the cases, labor outlasted the 
anesthesia, and a second or third injection 
was necessary. There was no excessive 
bleeding and no postpartum hemorrhage 
in any of these cases; all the infants cried 
spontaneously. While a drop in blood 
pressure is common with spinal anesthesia, 
this occurred in only 3 cases in this series 
of saddle block (a form of low spinal 
anesthesia); it was promptly corrected by 
the administration of ephedrine. None of 
the other complications or sequelae some- 
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times observed with spinal anesthesia 
curred in these cases. The authors are ot 
the opinion that this form of spinal 
anesthesia is worthy of further trial .in 
normal deliveries, and that its applicability 
to complicated cases should also be con- 
sidered. 


COMMENT 


Spinal anesthesia has many adherents in the 
obstetric field. It is a good anesthetic for 
many surgical conditions and naturally is just 
as good in obstetric cases—normal or compli- 
cated. However, we do not favor “one shot” 
spinal anesthesia for any case nowadays—less 
so for the obstetric case. Why? First, because 
we have had three deaths from spinal anes- 
thesia, which naturally causes some apprehen- 
sion on our part; and second, we think the 
fractional or continuous method is much safer 
and just as satisfactory. We have almost dis- 
carded “one shot” spinal anesthesia in favor 
of the continuous method. We do not use any 
form of spinal in obstetrics, except in certain 
cesarean sections. We prefer continuous 
caudal anesthesia in obstetrics but we do not 
use caudal routinely. If your technic is good 
and your experience extensive, “one shot” 
spinal (saddle block) anesthesia is very satis- 
factory so fax as anesthesia is concerned. As 
for its safety to the patient, we believe the 
fractional or continuous spinal anesthesia is 
much safer and just as efficacious. Try it. 


A Blood Bank for a Lying-in Hospital 


F. C. IRVING (American Journal of 
Obstetrics and Gynecology, 51:789, June 
1946) notes that while plasma gives satis- 
factory results in the treatment of shock 
where there is not much blood loss, whole 
blood is necessary for the treatment of 
hemorrhage. In obstetries, hemorrhage is 
frequent and shock is rare. At the Boston 
~ying-In Hospital it became necessary 
under war conditions to organize a blood 
bank at the hospital; most of the donors 
were relatives and friends of registered 
ward patients and private patients. Blood 
was obtained from each patient at the time 
of her first visit for determining the blood 
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group and Rh factor; the patient is given 
a card stating the findings which she is 
urged to carry with her. If a patient is 
found to be Rh- 


certain degrees of shock not due to gross 
blood loss. In this respect owe is also a life 
saver. In our clinic the blood type and Rh 
factor are indexed and placed on the prenatal 

chart which be- 





negative, this fact 
is reported to the 
blood bank at the 
hospital, and the 
patient is urged 
to procure 4 do- 
nors, preferably 
among her blood 
relatives. Donors 
are grouped and 
tested for Rh at 
the blood bank; 
only Group 0 
donors are used; 
68.8 per cent of 
the 385 donors 
from whom blood 
has been obtained 
are Rh-positive 
and 13,2 per cent 
are Rh-negative. 
As soon as the 
blood is with- 
drawn from the 
donor it is proc- 
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including Industrial Medicine 
and Social Hygiene 


comes a part of 
the hospital record. 
We can agree 100 
per cent with every- 
thing that Irving 
says about a blood 
bank in a lyin-in 
hospital. It is a 
“must”? and any 
obstetrical service is 
only as sate “as the 
nearest blood do- 
nor.” The blood 
bank is the “‘donor 
on the spot”—al- 
ways ready for ac- 
tion. ‘‘Speed 
counas”! as in any 
race and with hem- 
orrhage and/or 
shock recovery is 
often “a vace with 
death.” If you do 
obstetrics you 
should have plas- 
ma and blood im- 
mediately available 
at all times. 
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essed so as to in- 

activate the A and B agglutinins in the 
serum. In cases of obstetric emergency in 
which prompt transfusion is required, 
there were three sources of delay in ob- 
taining compatible blood: the difficulty in 
procuring a donor; the necessity for blood 
grouping and Rh testing of the recipient 
and the donors; and the time consumed 
in cross matching. With the blood bank, 
none of these procedures is necessary, not 
even cross matching since processed blood 
is used. If an ce patient is ad- 
mitted as an emergency case, her blood can 
be rapidly grouped and tested for Rh- 
factor. In this way a transfusion for either 
the mother or the newborn infant can be 
begun within a few minutes. This has al- 
ready proved a life-saving measure. 


COMMENT 


“Blood is life’ and plasma is no substitute 
where massive hemorrhage has occurred. It is 
true, of course, that plasma alone will relieve 
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The Management of Placenta Previa 
L. G. YEPES and N. J. EASTMAN 


(Southern Medical Journal, 39:291, 
April 1946) report a series of 304 cases 
of placenta previa treated at Johns Hopkins 
Hospital from 1896 to 1944 inclusive. In 
the first two periods (1896 to 1919 and 
1920 to 1934), vaginal delivery was the 
chief method of treatment, the second 
period differing from the first in the more 
liberal use of blood transfusion. In the 
third period cesarean section was the usual 
method of treatment with the liberal use 
of blood transfusion. The maternal death 
rate was teduced from 13.8 per cent in 
the first period to 7.8 per cent in the 
second period and to 0.9 per cent in the 
third period (one death due to rupture 
of the uterus after Braxton Hicks version). 
The infant mortality rate dropped from 
78.5 per cent in the first period to 46.8 
per cent in the third period. The infant 
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mortality rate is high in placenta- previa” 1¢ Yhould be done only in the delivery 


because of the high percentage of pre- 
mature deliveries. Cesarean section resulted 
in a better survival rate for premature in- 
fants and much better survival rate for 
mature infants than other methods of de- 
livery. There were 20 maternal deaths in 
the entire series; 13 of these were due to 
severe hmorrhage. In 11 of these cases 
that came to autopsy, 6 showed actual 
rupture of the lower uterine segment or ex- 
tensive cervical lacerations. Other autopsy 
studies of fatal cases of placenta previa 
reported in the literature have shown 
similar conditions. This marked, friability 
and vulnerability of the cervix and’ the 
lower uterine segment increase with the 
completeness of the placenta previa and 
this is the real indication for cesarean sec- 
tion in all cases of central and partial 
placenta previa, and in all cases of placenta 
previa in primiparas. In marginal placenta 
previa in multiparas with vertex presenta- 
tion, gentle rupture of. the membranes 
with the use of Willett forceps, if nec- 
essary, is indicated. The authors are of 
the opinion that the use of the bag with 
version and extraction and Braxton Hicks 
version have no place in the treatment’ of 
placenta previa. Inthe 304 cases reported 
the history shows that neither the initial 
nor the subsequent hemorrhage was the 
cause of death except after extensive 
vaginal examination. This indicates that 
a more conservative method of treatment 
may be adopted if a moderate hemorrhage 
occurs in pregnancy at 30 weeks, stops 
completely and vaginal examination shows 
placenta previa. In such cases, immediate 
delivery is not necessary if the patient can 
be kept under the case and observation 
of a trained obstetrician in a modern 
hospital. Such conservative treatment has 
also been suggested recently by others in 
some cases of placenta previa. Roentgen- 
tay placentography is of aid in ruling out 
the diagnosis of placenta previa, but a 
precise diagnosis can be made only by, 
vaginal examination. Since such examina- 
tion may precipitate a serious hemorrhage, 
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room of the hospital with facilities at 
hand for any type of delivery indicated— 
the so-called: “double set-up.” 


COMMENT 


Placenta previa may or may not be a for- 
midable complication in obstetric practice. The 
“unknown factor’ is always present. Etiology 
is obscure. Prophylaxis is impossible. Because 
of these unknown factors, treatment cannot 
be standardized except in a very general way 
—basic principles in treatment of course are* 
well known; but details must be individualized 
in each case. Furthermore, the lack of diag- 
nostic acumen—the ability to determine the 
exact type of previa in a given case—and the 
variability of technical skill of the accoucheur 
tend to delay or prevent the proper treatment 
at a time most beneficial to the patients— 
mother and child. Hemorrhage, of course, is 
the main “unknown factor” and the most 
serious. Today hemorrhage with its sequelae 
is the most common cause of maternal and 
fetal mortality—largely due to abortion and 
placenta previa. Naturally, during the past 


decade, some improvement in the management 
of this serious complication has been accom- 
plished. We have learned what not to do and 
this is important, We can agree in principle 


with what the authors recommend as proper 
treatment. Bill of Cleveland first demonstrated 
that cesarean section was a life-saving pro- 
cedure for both mother and child. Yet we 
cannot recommend cesarean section for all 
cases—again individualization ‘is called, for. 
We agree with the authors that “bagging” 
coupled with version and extraction is bad 
obstetrics; yet we do not think, when indi- 
cated, that bagging alone or in certain cases 
with version but without extraction is to be 
ruled out. Of course, good judgment in 
selection oj the proper case for a given type 
of treatment is the crux of the whale problem. 
Furthermore, we do not agree that.“watchful 
waiting” when a positive diagnosis of placenta 
previa (not low implantation) has been made 
is good management. Once the diagnosis is 
positive active treatment is indicated, regard- 
less of the period of pregnancy. We have seen 
procrastination end in disaster in too many 
instances to feel comfortable once the diag- 
nosis is, made. Naturally, it goes without say- 
ing that all previa cases—suspected or actual 
—are hospital cases; and there are no excep- 
tions. Remember! the mother’s ro comes first 
—particularly , if there are other children. 
Truly! :there is no graver responsibility in ob- 
stetrics than placenta previa, .B.M 
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GYNECOLOGY 


V esicovaginal Fistula; an Improvement 
in the Chaffin Method of Postoperative 
Treatment Using Chaffin 

Suction Drainage 


R. C. CHAFFIN (American Journal of 
Surgery, 71:305-11, March 1946) describes 
a method for suction drainage, after oper- 
ation for vesicovaginal fistula, which gives 
even better results than the method of 
gravity drainage described by him in 1936 
and does not necessitate the use of the 
Bradford frame. The usual location of the 
fistula in the bladder is near the trigone 
where the ureters are not involved. But 
the ureters should always be identified and 
their relation to the fistula determined. 
With the new method of drainage 
described after the fistulous opening in 
the bladder and the fistula in the vaginal 
wall are closed, a small rubber catheter 
(not a Pezzer catheter) is placed about 2 
cm. into the bladder and is cut off fairly 
close to the perineum and attached by a 
T glass connection to a pure rubber tub- 
ing (3/16 in.) long enough to reach over 
the head of the bed. A small rubber tube 
is attached to the side arm of the T tube 
and strapped to the buttock. This tube 
remains open for suction air intake. The 
patient is placed in bed in the prone posi- 
tion. The long rubber tubing is connected 
to a Pratt bedside pump, and constant day 
and night suction of 20 in. of water is 
maintained for ten days to two weeks. 
This method of suction drainage has 
proved more effective than the old method 
of gravity drainage in preventing contact 
of urine with the operative field and 
hastening healing. 


COMMENT 


The basic technic for repair of vesicovaginal 
fistulae is fairly well standardized. The ques- 
tion of the postoperative position of the pa- 
tient and method of bladder drainage is still 
lebatable. Both these questions are undoubt- 
edly important in some cases. Drainage of the 
bladder is most important; position of the 
patient. less so. Your commentator has not 
found it necessary to employ suction drainage 
in the usual case. Gravity drainage has been 
satisfactory in most cases. However, the 
author’s method of suction drainage is cer- 
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tainly commendable and is a highly efficient 
method if one believes that suction drainage 
is always needed to keep the bladder empty 
and operative field “dry.” H.B.M. 


Indications and Advantages of 
Complete Abdominal Hysterectomy 
Versus Incomplete Hysterectomy 

C. J. HUNT (American Journal of 
Surgery, 71:723, June 1946) states that he 
and his associates have found that incom- 
plete (subtotal) hysterectomy is often 
followed by leukorrhea, or occasional 
bleeding from the cervical stump or poly- 
poid protrusion; and in the last five years 
they have done complete abdominal hys- 
terectomy in most cases in which hysterec- 
tomy was indicated. Total hysterectomy 
is not indicated, however, in a nullipara 
with a normal cervix or in any young 
woman without cervical disease or familial 
cancer tendencies. The authors consider it 
to be the operation of choice in women 
in the mid-period of life, near or after the 
menopause, who have borne children and 
who show infection, erosion or scarring of 
the cervix, except when the lower segment 
of the uterus is fixed by fibrosis or endo- 
metriosis with adherent rectum or rec- 
tosigmoid, or when the pelvis is deep and 
inaccessible. In the last five years, total 
abdominal hysterectomy has been done in 
243 cases without a death and without in- 
jury to the bladder or ureters; in 213 cases 
the operation was done for fibromyoma. 
Spinal anesthesia was used in 65 per cent 
of the cases. The operation of total ab- 
dominal hysterectomy should be done only 
by a surgeon familiar with the techniques. 
The author usually removes both tubes, 
but conserves at least one ovary if possible. 
The bladder is protected by carefully 
stripping it down under direct vision. 
After ligation of the round ligament and 
ligation and division of the tubal pedicle, 
the ureters can be located. They are pro- 
tected from injury by placing the clamps 
on the uterine arteries at the internal os 
and not below it. The vagina is opened, the 
entire length conserved, and the vaginal 
mucosa sutured under direct vision. A 
firm support is provided by sututing the 
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uterosacral ligaments to the fascia of the 
interior vaginal wall or of the bladder, 
and overlapping the round ligaments 
across the closed vaginal vault. This tech- 
nique has given satisfactory results in the 
wuthor’s cases, sil 


COMMENT 


Probably the most controversial subject in 
gynecology at the moment is that of subtotal 
versus total hysterectomy. Similarly, a decade 
or more ago, conservation of the ovary had 
the ‘field of discussion.” Surgically there will 
always be a problem for argument—and why 
not? Sooner or later the patient will benefit 
since technics as well as science can progress 
only through research — technical, clinical, 
scientific. We can confirm about everything the 
author says regarding supracervical versus pan- 
hysterectomy. We do not, however, conserve 
ovaries after 40, except in special cases; nor 
in the presence of chronic pelvic inflammatory 
disease except in the very young patient (18 
to 25 years). We have sn removed a 
malignant ovarian cyst occurring in a con- 
served ovary after total hysterectomy twelve 
years ago in a woman aged 41 years at the 
time of operation. We re-operate several cases 
each year who are in trouble with conserved 
ovaries. It doesn’t pay, particularly with the 
excellent estrogenic preparations available to- 
day. The author lays down good criteria for 
performing sub-total or total hysterectomy— 
follow them and you will not go oo“ 


The Use of Curare 
To Relieve Dysmenorrhea 


FLORENCE JOHNSTON (American 
Journal of Obstetrics and Gynecology, 
51:569, April 1946) reports the treatment 
of 49 women with dysmenorrhea by in- 
jection of curare in 73 menstrual periods. 
The use of curare for the treatment of 
dysmenorrhea was suggested by the find- 
ing that when the curare test was used in 
a young woman suspected of having 
myasthenia gravis, her menstrual cramps 
were promptly relieved. Following this a 
nurse on the hospital staff who suffered 
from severe menstrual cramps was treated 
by the intravenous injection of 70 units 
of intocostrin (a purified preparation of 
curare), with immediate relief. These 2 
cases are included in the series reported, 
23 women being treated by the author in 
54 menstrual periods and 26 women being 
treated by Drs. Stuart. Cullen and May 
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Danielson in 39 menstrual periods. Two 
Durified preparations of curare were used, 
intocostrin in the first group and d-tubo- 
curarine chloride in the second group. 
From 50 to 100 units of either prepara- 
tion were given intravenously; a second 
dose of 50 mg. may be given several hours 
after the first does if indicated. In ap- 
proximately 50 per cent of the cases com- 
plete or almost complete relief of all 
symptoms was obtained so that the patient 
could return to work within twenty to 
thirty minutes, sometimes immediately, and 


‘ could continue her usual activities without 


discomfort. In another group relief was 
less complete or was temporary; in about 
one-third of the cases there was little or 
no relief of disability. The symptoms re- 
lieved include menstrual cramp, backache, 
nausea, dizziness and a feeling of tension. 
The usual by-effect of the injection of 
curare is a heaviness of the eyelids often 
associated with diplopia or fuzzy vision, 
which passes off within five or ten minutes. 
Only one pings complained of dizziness 
lasting half an hour and fainted when she 
stood up; in this case the dose that had 
been given (100 units) was probably too 
large as the patient was of very slight 
build. The repeated use of curare in cases 
where it gave relief has seemed ot be fol- 
lowed by less severe pain at subsquent 
menstrual periods, but this the author con- 
siders is “a psychological effect.” In the 
doses used curare is harmless, unless the 
patient should have myasthenia gravis; it 
does not disturb glandular function and 
is not habit forming. Its one drawback is 
that it must be given by injection (intra- 
venous or intramuscular) to be effectipe. 


COMMENT 


In spite of all the progress in therapeusis 
during the last fifty years, dysmenorrhea is 
still one of the most troublesome symptoms in 
gynecology. Literally there are “dozens” of 
anti-dysmenorrheic drugs, none of which are 
specific. The author recommends curare, in 
the form of intocostrin and d-tubocurarine 
chloride (50 to 100 units), as the latest 
therapeutic agent. Curare gives relief in 20-30 
minutes and the patient can return to her 
work, The only contraindication to its use 
is the presence of myasthenia gravis—where it 
produces grave weakness in all muscles in- 
cluding the respiratory group. We have had 
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no personal experience with the “curare treat- 
ment” of dysmenorrhea but we certainly in- 
tend to try it out, Read this short article 
it gives just the information you need to treat 
your next case of dysmenorrhea—most likely 
successfully. H.B.M 


Cancer of the Cervix: a New 
Technique for Interstitial Implanation 
of Radium into the Parametrium 


E. E. COVINGTON, (Surgery, Gyne- 
cology and Obstetrics, 82:512, May 1946) 
describes a new technique for radium ther- 
apy of cancer of the cervix, designed to 
give a larger dose of radiation to the cer- 
vix and a much larger dose equally dis- 
tributed to the parametria and wee lymph 
nodes. For the first radium treatment a 
long rubber andem is inserted into the 
intra-uterine canal, giving a dosage of 90 
mg. radium for twenty-four hours (with 
1 mm. platinum filter). A rubber tandem 
is packed with gauze into each lateral 
fornix as far laterally as possible, giving 
a dosage of 30 mg. radium for twenty- 
four hours to each side. The total dosage 
with this treatment is 3600 mg. hours of 
radium. Sulfanilamide (5 gm.) is dusted 
on the cervix before the gauze packing. 
Within a few days after completion of 
this treatment, roentgen ray therapy is be- 
gun. A dose of 2000 to 2400 r is given 
to each of four pelvic fields over a period 
of four weeks. Immediately after the x-ray 
therapy implantation of radium into the 
parametria is done. For this, four small 
incisions are made in the vaginal mucosa 
at equidistance points as far laterally from 
the cervix as possible. A long Kelly clamp 
is then employed to dissect a long tract 
into the parametrium through each incision. 
A rubber tandem of radium with 1 mm. 
platinum filter is inserted into each tract; 
two tandems contain 25 mg., and two 20 
mg. of radium. A dose of 45 mg. for 
twenty-eight hours is given on each side. 
A long rubber tandem (60 mg. radium) 
_is also inserted into the intrauterine canal 
for twenty-eight hours. After the radium 
is in place, sulfanilamide is applied locally 
and the vagina packed with gauze. This 
packing pushes the bladder and rectum 
away from the radium. This method of 
implantation of radium into the parametria 
is not employed when there is much 
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fibrosis resulting from the previous radia- 
tion therapy, or when there is much in- 
fection (often resulting from radium ne- 
crosis), or in advanced (stage IV) cancer. 
This method of treatment has so far been 
employed in 100 cases, 80 of which were 
in clinical stage III. As a number of these 
patients were treated less than five years 
ago, the five-year results cannot yet be 
determined. Biopsy at various intervals 
after treatment has shown the incidence of 
residual cancer cells to be less than with 
other methods of radiation therapy, indicat- 
ing a favorable prognosis. To date, 76 
patients are living and under observation 
and 24 have died of ‘uncontrolled can- 
cer.” Less necrosis has occurred with the 
use of rubber tandems plus 1 mm. plat- 
inum filter than with radium needles or 
radon. With this method there have been 
no serious complications, the incidence of 
eystitis, proctitis, radiation sickness and 
erythema is about the same as with other 
methods of radiation therapy. The late 
complications included 6 cases of fairly 
severe proctitis, with only one case of 
stricture requiring colostomy; and 4 cases 
of rectovaginal fistula. Irradiation necro- 
sis of the cervix occurred in several cases 
classified as late stage III (possibly stage 
IV). Secondary vaginal hemorrhage oc- 
curred in 7 cases and rectal hemorrhage in 
one case, all due to “uncontrolled cancer.” 


COMMENT 


The mortality from cancer of the cervix is 
still far too high. Early diagnosis has not im- 
proved the salvage rate as much as had been 
anticipated; neither has irradiation. However, 
we are gradually improving our methods of 
treatment of cancer of the cervix—particularly 
as regards the application of radium, “Trial 
and error’ is the long way but there has not 
yet been devised the “perfect method” and we 
must keep trying. The author describes a new 
technic for radium therapy of cancer of the 
cervix, designed to give a larger dose of irradi- 
ation to the cervix and a much larger dose 
equally distributed to the parametria and pel- 
vic lymph nodes. We have had no personal 
experience with this particular method of 
implanting radium into the parametrial tissues 
but it “sounds” good. If you treat cervical 
cancer read this paper carefully—many times 
if necessary—and try it. Of course one must 
be a “cancer specialist” or at least have had 
considerable “cancer and radium” experience 
to attempt this technic. This is no job for the 
beginner. 
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SURGERY 


The Surgical Treatment 
of Acute Cholecystitis 


FRANK GLENN (Bulletin of The New 
York Academy of Medicine, 22:284, June 
1946) reports 527 cases of acute cholecys- 
titis in. which operation was done as soon 
as the patients were properly prepared 
for operation. Cholecystectomy was done 
in 460 of these cases and cholecystostomy 
in 67 cases. Exploration of the common 
duct was done only in those cases in which 
there was definite indication of common 
duct obstruction, 47 cases in this series. 
Stones were found in the common duct 
in 29 cases, 61.7 per cent of the cases 
in which the duct was explored. There 
were 13 deaths in the entire series, a mor- 
tality of 2.46 per cent; 5 of these deaths 
occurred in the 67 cases in which cholecys- 
tostomy was done. Cholecystectomy is con- 
sidered the operation of choice in cases of 
acute cholecystitis, but there are certain 
conditions in which it is contraindicated 
and cholecystostomy is employed. Such 


cases include those with peritonitis due to 
perforation of the gallbladder; those in 
which the gallbladder is greatly distended 


and adherent, making it difficult to iden- 
tify structures in the biliary fossa; cases 
of severe jaundice due to common duct 
obstruction; and cases in which the general 
condition of the patient contraindicates 
the use of a general anesthetic or a pro- 
longed operation. In such cases cholecys- 
tostomy may be done under local anes- 
thesia, disturbing the patient very little, 
and relieving the critical symptoms. In 
the series reported the mortality was defi- 
nitely higher in patients over fifty years 
of age than in the younger age group. 
There were 140 agora over 50 years of 
age, with a mortality rate of 5.14 per cent, 
as compared with 1.13 per cent in the pa- 
tients under 50 years of age. The per- 
centage of cases in which cholecystostomy 
rather than cholecystectomy was indicated 
was also higher in the older age group, 
20 per cent of all operations in this 
group being cholecystostomies, while in the 
younger age group cholecystostomy was 
necessary in only 9 per cent. 
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COMMENT 


Doctor Glenn’s paper is not revolutionary. 
He states that in 527 cases of acute cholecys- 
titis the operation was done as soon as the 
patients were properly prepared for operation. 
That seems like a very sensible stand to take. 
No hard and fast rules can be laid down to 
govern the handling of these cases routinely. 
It is a matter of common knowledge in any 
doctor’s experience that the pathology varies, 
the type of patient varies, the clinical picture 
varies, and that complications and associated 
ailments, degenerations, defects and disabilities 
alter the picture. Present day practice de- 
mands that these cases be seen early and that 
the surgeon be given an opportunity to study 
the case with the medical man in the in- 
cipient stage. Too often he is brought into 
the picture much too late after preliminary 
and prolonged study and conservative care. 
There is a growing attitude that many of these 
cases are best treated early after adequate 
preparation and careful selection. In some 
cases simple cholecystostomy is imperative. 
There is no argument that when feasible 
cholecystectomy is the operation of choice. On 
the other hand many cases will still be best 
handled by careful clinical observation, sup- 
portive measures and penicillin, with opera- 
tion more or less delayed. Naturally, failure 
of this program to insure resolution, or per- 
sistence or increase in intensity of the clinical 
picture, would demand at least cholecystos- 
tomy. No abdominal pathology in its manage- 
ment requires nicer judgment, finer discrim- 
ination or more conscientious consideration 
than acute cholecystitis and its complications. 
Doubts, disappointments and failures will not 
be dissipated by the “clarion call” to routine 
early and complete operation. T.M.B. 


Curtis Graft in Surgery 


J. E. CANNADY (Archives of Surgery, 
52:286, March 1946) reports 129 cases 
in which cutis grafts have been employed. 
For cutting the cutis graft, a thin epi- 
dermal layer is shaved away and the area 
to be cut outlined with a scalpel; the edge 
of the cutis is picked up with two or 
three Allis forceps at one end of this area 
and the cutis is removed by undercutting 
with a short, curved pair of scissors. Not 
more than 1 mm. thickness of fatty tissue 
remains on the under surface of the cutis 
graft. When thick cutis is required, as 
in operations for suspension of the uterine 
cervix, it can be obtained from the antero- 
external surface of the thigh. Cutis grafts 


21 





have been employed chiefly in the repair 
of hernia. In cases of inguinal hernia, in 
which the structures are poor and the use 
of the cutis graft is stata. the graft 
is usually sutured under the aponeurosis 
of the external oblique muscle; the author 
prefers cotton thread for this suture. Cutis 
grafts have also been used for suspension 
of the cervix uteri, for reconstruction of 
joints, including “wobbling” knees due 
to ruptured ligaments, and for the ligation 
of large blood vessels; the author has had 
excellent results with cutis used for stage 
ligation of the common carotid artery. In 
the entire series of 129 cases.there were 3 
deaths, one due to the anesthesia, one to 
postoperative pneumonia, and one to ex- 
haustion and shock after a prolonged op- 
eration. In the last named case, one of 
strangulated abdominal hernia, a two-stage 
Operation probably should have been em- 
ployed. The recurrence rate in the cases 
of hernia in which the cutis graft was 
employed was 3.2 per cent. In 9 cases of 
“wobbling” knee in which the cutis graft 
was used in repair, the results are good 
in 6 cases; one patient has not been fol- 
lowed up, one is still under observation; 
in the remaining patient the first operation 
was not successful; a slight infection de- 
veloped in the wound after a second op- 
eration, and the patient now has about 
75 per cent function in the knee. The best 
results in healing of the donor area are 
obtained by using the removed epidermal 
layer as a split thickness graft to cover this 
area. 


COMMEN1 


This exposition of the use of the cutis grafts 
in surgery is at least novel. The method is 
described and experience in its clinical appli- 
cation is reeorded. It is doubtful whether or 
not this suggestion will find general acceptance 
and utilization. The method suggested should 
commend itself to those clinicians who may 
not be entirely satisfied with the procedures 
they are presently carrying out. Whether or 
not cutis grafts meet this challenge is a matter 


of debate. T.M.B. 


Five Years Experience with Spool 
Cotton as a Suture Material 


P. THOREK (American Journal of Sur- 
gery 71:652, May 1946) reports the use 
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of cotton sutures in over 1,000 operations 
in the past five years. It has been employed 
in peritonitis and infected wounds; in in- 
testinal anastomosis (mucous membrane) 
and anastomoses between the gallbladder 
and the small intestine. In gastric resec- 
tions, interrupted sutures of quilting cot- 
ton are used except for the through-and- 
through suture line, for which No. 000 
plain catgut is used for continuous suture. 
Cotton has also been used for thyroidec- 
tomies and mammectomies, in which many 
sutures must be placed; with cotton sutures 
closure can be done without drains. In the 
use of cotton sutures, the principles of 
Halsted for non-absorbable sutures must be 
strictly followed. A standard make of cot- 
ton thread must be used; the sizes most 
used are quilting cotton and No. 24; 
No. 100 or 150 is used for subcutaneous 
vessels. The author has found that cotton 
has many advantages as a suture material. 
The strength of the suture is preserved 
after sterilization and after it is placed in 
the tissues. Cotton causes minimal tissue 
reaction without accumulation of serum. 
Fibroblasts form more promptly in wounds 
closed with cotton than with other suture 
materials. The natural twist of the cotton 
keeps the suture compact and prevents tis- 
sue ingrowth. Cotton is pliable and the 
knots can be easily tied. Evisceration 
wound infection and draining sinuses have 
occurred less frequently with cotton than 
with other sutures. The use of sulfa 
drugs with cotton sutures has given. ex- 
cellent results in contaminated and infect- 
ed operative fields. The author considers 
that early rising after operation is safer 
with cotton sutures. 


COMMENT 


At the turn of the century there was little 
choice in the matter of selection of suture ma- 
terial. Wound healing was dubious in any 
case. Today the proponent of any suture ma- 
terial may point with pride to a review of the 
results obtained using his choice of suture ma- 
terial and his own particular technic. In most 
cases it matters little what material is used and 
to a certain extent has become a matter of 
personal choice and preference. In bad risk 
cases, requiring major operative procedures, 
and in the presence of malnutrition, anemia 
and hypoproteinemia, and confronted by the 
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probability of the occurrence of postoperative 
complications, the choice is necessarily nar- 
rowed. Many feel that in. such cases non- 
absorbable sutures, particularly steel wire, will 
give the best result. In the type of case 
just mentioned, especially if infection is pres- 
ent or if it supervenes, wound disruption may 
occur regardless of the material or method. 
The essential factors in wound healing don’t 
vary; they include delicate aseptic technic, 
complete hemostasis and satisfactory anes- 
thesia. No matter what suture material is se- 
lected there should be nice discrimination in 
the selection of the proper size and tensile 
strength, accurate apposition of tissues, with- 
out leaving dead space, and a minimum 
amount of tissue ischemia due to constriction, 
all of this will prove futile if there is failure 
in preoperative preparation and postoperative 
care. T.M.B. 


A Review of 401 Cases 
of Early Ambulation 


K. CANAVARRO (Bulletin of the 
New York Academy of Medicine, 22:164, 
May 1946) reports 401 cases in which 
early postoperative ambulation was em- 
ployed at Presbyterian Hospital, New 
York.. In these cases, the postoperative 


routine was as follows: As soon as the 
patient had recovered from the effects of 
the anesthesia, he was put in a high Gatch 


bed and encouraged to move around in the 
bed and take deep breaths. The following 
morning, after an abdominal binder was 
applied, the patient was allowed to stand 
beside the bed and remained up about 
15 minutes; in the afternoon, he was as- 
sisted in walking around the bed; on the 
second day, he was assisted to walk to 
the bathroom, and after that was allowed 
to get up and move around as desired. 
Early ambulation was not allowed for pa- 
tients with cardiac insufficiency, recent 
coronary occlusion, shock, severe anemia, 
or hemorrhage; or for patients with sup- 
purative conditions; or for patients with 
insecure anastomosis or who had had dif- 
ficult hernia repairs because of the poor 
quality of the tissues. In the 401 cases 
reported, 58 per cent were walking by the 
end of the second postoperative day, and 
75 per cent by the end of the third post- 
operative day, the remainder by the fifth 
postoperative day. There were 11 cases of 
bronchopneumonia in this early ambula- 
tion group, all in patients not ambulated 
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until the fourth day; there were 2 cases of 
atelectasis; none of these cases were of a 
serious nature, and all the patients made 
a good recovery when ambulated. There 
were 3 cases of phlebothrombosis, only 
one having evidence of pulmonary infarct 
and requiring vein ligation. There were 
16 patients requiring catheterization up to 
the third postoperative day. In a control 
series of 401 similar cases operated at the 
Hospital in 1943, before the policy of early 
ambulation was adopted, there were 74 
with some postoperative complication in- 
cluding 11 cases of phlebothrombosis, 5 
with pulmonary infarcts and one fatal, as 
compared with 32 postoperative complica- 
tions (none fatal) in the early ambulation 
group. The average length of stay in the 
hospital after operation was 11.5 days as 
compared with 16.1 days in the control 
group. The return to normal of the bodily 
functions was definitely accelerated in the 
early ambulation group. 


COMMENT 


Early ambulation of the postoperative sur- 
gical case is simply one step forward in the 
program of early mobilization of the patient 
after operation. Previously surgeons had rec- 
ognized the importance of frequent change of 
position, breathing exercises, coughing, exer- 
cises against resistance, active leg movements, 
dangling the extremities over the side of the 
bed, shortening of the period of confinement 
to bed. Getting the patient out of bed prompt- 
ly simplifies the program, promotes wound 
healing, prevents disabling and menacing com- 
plications and speeds convalescence and early 
return to normalcy. Abundant evidence is at 
hand to prove the truth of these claims. Of 
course no strict routine program can be in- 
stituted and followed in all cases. A surgeon 
of experience recognizes the contraindications 
which would undoubtedly militate against such 
a program. The rule cannot be hard and fast. 
It must be capable of being adjusted and 
adaptd to the needs of the individual po 
tient. In the furtherance of this idea the sole 
concern of the medical attendant should be 
early recovery without complications. The 
fact that the patient stays fewer days in the 
hospital, and finds that the costs of his hos- 
pital stay are curtailed, undoubtedly gives him 
great satisfaction. This in itself is not the ob- 
jective. It has been demonstrated that in- 
stitution of this program does not demand 
the use _ non-absorbable sutures. Early am- 
bulation makes more readily and more surely 
effective the various efforts put forth to re- 
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store water balance, improve circulation, re- 
establish gastro-intestinal function, further 
metabolism and insure nutrition. The psycho- 
logical boost resulting in improved morale is 
in itself a tremendous factor toward insuring 
rapid restoration to health. T.M.B. 


Correction of Blood Loss 
During Surgical Operations 


C. E. CROOK, V. IOB and F. A. 
COLLER (Surgery, Gynecology and Ob- 
stetrics, 82:417, April 1946) present 
studies of the blood loss, and changes in 
hematocrit, hemoglobin and plasma pro- 
teins in 35 patients undergoing major 
operations of various types. The findings 
lead the authors to conclude that blood 
losses calculated on the basis of changes 
in the hematocrit, hemoglobin or plasma 
proteins would lead to an underestimate of 
the need for replacement in mastectomy, 
thyroidectomy, biliary surgery and opera- 
tions for complicated gastric lesions. In 
combined abdominoperineal resections, the 
averages of hematocrit, hemoglobin and 
plasma protein values in the 12 patients 
studied correspond fairly well with average 
blood loss in these cases, but the individual 
estimate might be misleading in certain 
cases. Hence the amount of blood replace- 
ment needed in any surgical operation can- 
not be accurately determined from the 
values for hemoglobin, hematocrit and 
plasma proteins. Plasma volume determina- 
tions: give a more accurate measure of 
blood loss, but these determinations re- 
quire methods too laborious and time con- 
suming for routine use. The surgeon, in 
planning for blood replacement during 
operation, must rely on his own knowledge 
of blood loss to be expected in each case. 
As an aid to such estimates, the authors 
in 1944 tabulated the average blood losses 
occurring during the usual types of oper- 
ations as calculated from 626 cases col- 
lected from the literature. Whole blood is 
required for adequate replacement of blood 
loss from operation, as it is most effective 
where given as the blood loss occurs. 


COMMENT 


atient lose during 
blood can a pa- 


How much blood will a 
an operation? How muc 


tient safely lose? Each question is important 
and engages the concern and attention of the 
surgeon. It would seem that mathematical 
criteria should be afforded by laboratory 
studies including hematocrit, hemoglobin es- 
timations and plasma protein values. However 
accurate the results of these tests may be they 
will not always prove of practical value. Re- 
view of the clinical picture using sound judg- 
ment and common sense is essential. Blood 
assets must be balanced against probable blood 
losses. Limitation of blood loss during opera- 
tion and immediate and prompt replacement 
by transfusion will go far to promote “un- 
eventful recovery.” T.M.B. 


Rayon, an Ideal Surgical 
Dressing for Surface Wounds 


NEAL OWENS (Surgery, 19:482, 
April 1946) reports the use of rayon as a 
surgical dressing for surface wounds. 
When the surface wound is surgically 
clean, a single layer of the rayon is ap- 
plied to the wound, and only thfs layer is 
moistened with saline solution or a 2 per 
cent acetic acid solution buffered to a pH 
of 4 with sodium acetate. If the wound is 
infected, the entire dressing is slightly 
moistened. A regular pressure dressing is 
applied after rayon is applied to the sur- 
face of the wound. When the dressing is 
removed from a non-infected wound, the 
rayon is moistened with a little ether to 
facilitate its removal. When a moist capil- 
lary-drainage type dressing is removed 
from an infected wound, the use of ether 
is not necessary, as the moisture in the 
dressing prevents adherence to the wound. 
The investigation of rayon and the results 
of its clinical use have shown that it is 
an “ideal” material for dressings in im- 
mediate contact with surface wounds. It 
fulfills all the criteria for such a dressing, 
as it permits adequate drainage, reduces 
friction to a minimum, prevents capillary 
invasion by the fineness of the weave, and 
diminishes pain and bleeding when dress- 
ings are changed. Rayon is easily sterilized 
and can be autoclaved. 


COMMENT 


It is interesting to read of Neal Owens’ ex- 
perience with rayon as a surgical dressing for 
surface wounds, Undoubtedly certain types of 
surface wounds present clinical characteristics 
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which by their very nature would seem to 
require a dressing possessing the admirable 
advantages listed in this article. Such wounds 
heal or fail to heal largely depending upon 
the local treatment: adopted, but no less upon 
the type of dressing applied. Too frequently 
the application of a surface dressing is stereo- 
typed and routine. It is not uncommon to find 
delayed healing and infection in such wounds 
due to insufficient thought and care in the 
selection and application of appropriate dress- 
ings. MB. 


Local Chemotherapy of Wounds 


E. L. HOWES (Surgery, Gynecology 
and Obstetrics, 83:1, July 1946) reports 
studies on the antibacterial activity and 
tissue toxicity of sulfamylon (4-amino, 2- 
methyl benzene sulfonamide hydrochlo- 
ride), streptomycin, calcium penicillin, 
and other antibacterial substances. Of all 
the substances tested sulfamylon in 5 per 
cent solution seemed to be most suitable 
for local chemotherapy. It has the widest 
range of antibacterial activity and is rapidly 
bactericidal; it is active in the presence of 
blood and pus and relatively nontoxic. 
Streptomycin is next best, but fails to 
destroy streptococci in concentrations of 
200 units per cc.; it is effective against the 
staphylococcus, pyocyaneus, Escherichia 
coli and proteus strains studied. Its bac- 
tericidal acivity is rapid in the presence of 
blood and pus and it is relatively nontoxic. 
It is destroyed by increasing the acidity of 
the environment while that of sulfamylon 
is not. Penicillin is rated third on the basis 
of the range of its antibacterial activity and 
especially because it does not act effectively 
in the presence of a mixed infection. The 
author reports the use of a mixture of 
sulfamylon (5 per cent) and streptomycin 
in 30 contaminated sutured wounds with 
excellent results; soft white healing was 
obtained in every case. In most of these 
cases contamination was caused by opening 
the large bowel at operation. This mix- 
ture may also be a 5 successfully in the 
treatment of open wounds and burns, free 
of slough, although pyocyaneus returned 
quickly to the larger wounds and burns. 
The mixture was not effective in wounds 
with bone sequestra and extensive slough. 
The author notes that this is the first time 
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that the local use of streptomycin thas been 
reported. 


COMMENT 


This paper of Howes reports for the first 
time experience in the use of streptomycin 
locally. Comparisons are made in the results 
obtained by using locally in wounds each of 
the following: sulfamylon, streptomycin and 
pencillin. The degree of the effectiveness of 
these antibacterial agents seemed to be in the 
order mentioned. Other reports must be 
forthcoming before we know conclusively to 
what extent these agents should be introduced 
into wounds and the degree of necessity for 
introducing them at all. MB. 


Peritonitis of Appendiceal 
Origin Treated With Massive 
Doses of Penicillin 


GEORGE CRILE, JR. (Surgery, Gyne- 
cology and Obstetrics, 83:150, Aug. 1946) 
reports 50 cases of proved peritonitis of 
appendiceal origin treated with large doses 
of penicillin. There were 25 cases of gen- 
eralized peritonitis and 25 cases of local- 
ized peritonitis in this series; in 8 of the 
latter a palpable mass was present at the 
time of the patient’s admission to the 
hospital; in the other cases in this group 
a palpable mass developed at some time in 
the course of the disease. Conservative 
treatment of peritonitis was carried out in 23 
cases, immediate appendectomy was done 
in 22 cases, and in 5 cases an exploratory 
operation without appendectomy. In all but 
3 of the cases in which perjtonitis was 
treated conservatively, an interval operation 
was done and a gross perforation of the 
appendix found; in the 3 cases in which 
operation was not done, the a was 
confirmed by the development of a definite 
mass:in the right lower quadrant. In these 
cases the usual dosage of penicillin was 
100,000 units every 2 hours given intra- 
muscularly in procaine solution or by 
intravenous drip. This dosage was con- 
tinued until there were definite signs of 
improvement; 3 to 4 days of treatment 
were usually sufficient to control the 
symptoms, then the dosage was reduced to 
100,000 units every 4 hours; this dosage 
was continued till the sixth day and some- 
times for a longer period. As a rule defi- 
nite improvement in the patient’s condition 








was noted by the third day as shown by 
lowering of the _ tate and temperature, 
less rigidity and tenderness of the abdo- 
men, and subsidence of ileus. Some of 
the patients did not show such prompt 
improvement and, for these patients, the 
original dosage of penicillin was con- 
tinued for a longer period. There was only 
1 death in the series of 50 cases, and this 
was due to thrombosis of the mesenteric 
veins after the peritonitis was well con- 
trolled. An intra-abdomenal mass was 
opened in 1 case while it was still palpable; 
there was little systemic reaction to the 
operation in spite of the presence of pus. 
in all other cases with a palpable mass, 
the mass eventually resolved, although in 
some cases two or three courses of peni- 
cillin treatment were necessary. The large 
dosage of penicillin required to control 
weeny is attributed to the presence of 
ischerichia coli in the peritoneal cavity, 
which is known to inactivate penicillin. 
If a sufficiently large dosage is used to 
overcome the virulent gram-positive cocci, 
the peritoneum is apparently able to over- 
come the Escherichia coli, which is of low 
virulence. 


COMMENT 


Doctor Crile calls attention to the value 
of penicillin in peritonitis of appendiceal 
origin. He stresses the necessty of givng larger 
doses than usual, in fact massive doses. His 
reported results in fifty cases were phenomenal, 
one death in 50 cases. The results in peri- 
tonitis subjected to conservative treatment were 
noteworthy, and if confirmed by further ex- 
perience may give surgeons confidence to more 
frequently adopt conservatism in general 
peritonitis until localization and abscess for- 
mation occurs. Dr Crile is insistent that one 
cannot send a boy on a man’s errand, and so 
recommends massve does of penicillin, 

M.B. 


Absorbable Gauze in Bone Surgery 


R. LATTES and V. K. FRANTZ 
(Annals of Surgery, 124:28, July 1946) 
report experiments on the effect of differ- 
ent types of absorbable sponges on repara- 
tive processes of bone. The substances 
studied were oxidized cellulose (gauze or 
cotton), human fibrin foam with throm- 
bin, and absorbable gelatin (‘‘Gelfoam’’) 
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with thrombin, all of which are employed 
for hemostatic purposes. Experimental frac 
tures were produced in dogs, and the 
fracture packed with one of the absorbable 
sponge substances. It was found that while 
oxidized cellulose was absorbed in a short- 
er time than either fibrin foam or gelatin 
sponge, it slowed down the reparative 
processes in the bone to a greater extent 
than either fibrin foam or gelatin sponge. 
Fibrin foam also delayed healing of the 
fracture, but to a lesser degree than ox- 
idized cellulose; gelatin sponge caused only 
a slight delay in healing. Oxidized cellu- 
lose is slightly acid, and it is possible that 
its effect on the healing of bone is due 
to lowering the local pH. On the basis of 
these findings, the use of oxidized cellu- 
lose is suggested in arthroplasty operations 
and in other surgical procedures in which 
it is desirable to delay ossification. In a 
few cases in which this suggestion has been 
followed for arthroplasty, the surgeons 
have reported “encouraging” results. 


COMMENT 


In this article the authors tell us something 
of their experience with the effect of different 
types of absorbable sponges on reparative 
processes of bone. Any experience with any 
one of these substances discussed is instructive 
and of compelling interest to all medical 
men, particularly the general surgeon and the 
orthopedic surgeon, Similar reports on the 
use of substances of this kind will be forth- 
coming. It will then be possible to properly 
evaluate the helpful qualities, enabling the 
surgeon to determine which will give greatest 
satisfaction and to establish the indications 
for the use of these and similiar ame cl 


Curare—Its Rational Use 
As an Adjunct to Anesthesia 


S. C. CULLEN (Surgery, 20:200, Aug. 
1946) notes the increasing use of curare 
as a supplement to anesthesia to obtain 
improved muscle relaxation. If correctly 
used by an experienced anesthetist it is of 
definite value for this purpose. The dosage 
must be carefully regulated as there is 
a relatively narrow margin between the 
optimal dose for muscular relaxation and 
the dose that produces respiratory pat- 
alysis. Curare, therefore, should be used 
only when means of artificial respiration 
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and prostigmine are immediately available. 
Muscular paralysis is induced by curare by 
preventing the receptor substance of mus- 
cle from responding to acetylcholine; it 
does not affect the muscle cells or the nerve 
leading to the muscle directly, and re- 
covery of muscle power is, therefore, 
prompt. It has been found best to ad- 
minister the curare preparation intocostrin 
intravenously in small repeated doses, as 
the effect of the drug is complete in two 
to three minutes, and its administration is 
stopped when the optimum muscular re- 
laxation is attained by this method of 
administration. It has -been found that a 
single large dose of the drug may cause 
an unnecessary degree of muscular relaxa- 
tion and respiratory depression. Some 
anesthetic agents have a certain degree of 
curariform action; this is true of ether and 
only small doses of curare are given when 
ether is employed. Larger, but moderate 
doses are required with cyclopropane 
anesthesia, and still larger doses with 
nitrous oxide or ethylene anesthesia. 


COMMENT 


The use of curare to obtain satisfactory mus- 
cular relaxation in surgical operations in con- 





junction with anesthetic agents is becoming 
commonplace in many surgical clinics. Current 
medical literature contains an increasing num- 
ber of enthusiastic reports extolling its use- 
fulness. It has become a valuable adjunct in 
the armamentarium of the modern skilled an- 
esthetist. The dangers associated with its use 
have been stressed. The competency and ex- 
perience of the anesthetist in using the drug 
minimize its evil effects, While much is known 
concerning its ability to produce respiratory 
depression and muscular paralysis, further 
clinical investigation has been instituted to 
study its effects on the central nervous system 
and indeed upon other systems. It has been 
stated that the greatest amount of benefit from 
the use of curare will be experienced provided 
the patient is maintained in the third stage, 
second plane of anesthesia. This permits the 
use of smaller amounts of the drug. The 
administration and dosage of curare must of 
necessity be individualized for each patient. 
The technic includes the use of small doses 
intravenously repeated at varying intervals. 
Single large does are inadvisable and when 
so given are very apt to occasion embarrass- 
ment for all concerned. The use of curare has 
a very definite indication. It is of undoubted 
value in association with spinal anesthesia 
under certan circumstances, and in inhalation 
anesthesia it reduces the necessity for too pro- 
found a stage of anesthesia. Its association in 
cases where intravenous pentothal sodium is 
used has proven very satisfactory. So far it 
has justified the claims of the investigators 
who have recommended its use. T.M.B 
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the last factor, a big drop in cardiovascular- 
renal mortality only awaits full peacetime 
utilization of nuclear energy. The last 
thought is our own. 

The Metropolitan statisticians doubt 
whether there has been any real increase 
whatever in heart disease, beyond what is 
expected from the increase in the number 
of older persons in our population. They 
believe it is likely that there has been an 
actual decrease in the mortality from heart 
disease at every age, since the rates have 
declined even in the older age groups 
among the Metropolitan’s industrial policy 
holders. 
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An Equivalent of a Doctors’ Strike 


w HE dismissal of sixty-four doctors and 
nurses—the entire medical staffs of two 
London hispitals—because of their refusal 
to obey an order of the Willesden Borough 
Council to join a trade union, raises an 
interesting question. 

Since the effect of such a dismissal on the 
hospitals and their patients is exactly the 
same as a strike of the staffs would be, the 
episode may unfortunately furnish a prece- 
dent for striking, something the medical 
profession has always denounced. 

In the case of one of the hospitals, a 
United Press dispatch stated that the Coun- 
cil’s action left only one doctor, the medical 
superintendent, to care for 100 patients at 
Willesden Maternity Hospital. 
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Classical Quotations 


@ Think for a moment, sir, of the situation in 
which we physicians are placed. We have no legis- 
lative chambers to enact laws for us. We are our 
own lawgivers; or rather, we must discover the laws 
on which our profession rests. We must discover 
them and not invent them; for the laws of nature 
are not to be invented. 


PIERRE CHARLES ALEXANDRE LOUIS 


Letter from Louis to James Jackson, Sr., circa 1833. 


Keeping Healthy 


How to Get and Keep Good Health. Edited by 
Stella Regina Dolan. New York, Bernard 
Ackerman, [c. 1945}. 16mo. 240 pages. 
Cloth, $2.00. ° 


HIS is.a small book devoted to the 

subject of health and compiled for 
popular reading. The articles are written 
by 23 “health experts” about one-half of 
whom are physicians. We wonder how our 
medical colleagues like to be labelled “‘ex- 
perts.”’ 

The articles are extracts for the most 
part from books and magazines of fairly 
recent publication. The subject matter 
which deals with various phases of physical 
and mental health is concise and to the 
point. It is a good little book for the laity. 

ALFRED E. SHIPLEY 


28 


Australian Myth and Ritual 


The Eternal Onus of the Dream. A psycho- 
analytic Interpretation of Australian Myth 
and Ritual. By Géza Réheim, Ph.D. New 
York, International Universities Press, {c. 
1945]. 8vo. 270 pages, illustrated. Cloth 
$4.50. 


Since 1925, when Dr. Rodheim pub- 
lished ‘Australian Totemism”, much re- 
seatch work has taken place in the observa- 
tion and study of primitive society. The 
present volume, through psychoanalytic 
interpretation of Australian primitive cul- 
ture, brings to light the relatedness of 
myth and ritual to history. The author 
espouses the sa of view that Australian 
culture is fundamentally homogeneous 
with local variations. Herein, one may 
learn the meaning and significance of re- 
ligious and magical symbolism, concep- 
tion beliefs, circum- or subcircumcision 
rites, increase ceremonies and ancestral 
cults. One sees herein primitive human 
psychology at work expressing general 
conflicts as: birth, death, mother-child rela- 
tionship, Oedipus complex and the like, 
stemming from the origin of myth and 
ritual. Consequently, light is thrown upon 
a homogeneous cultural complex, as well 
as upon fresh aspects of totemic culture. 
Striking photographs, a map, and perti- 
nent illustrations make for increased in- 
terest and understanding of this meticu- 
lous, thorough-going study. This book 
should be of special interest, not only 
to the anthropologist, sociologist and psy- 
chologist, but also to psychoanalytically- 
minded psychiatrists, and others bent on 
obtaining a broader grasp of instinctual 
drives and various unconsciously-deter- 
mined symbolisms, which might elucidate 
the significance of certain obscure symp- 
tomatology, including archaic trends. 

FREDERICK L. PATRY 
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Bactericides 


Injury and Death of Bacteria by Chemical 
Agents. By Otto Rahn. Normandy, Missouri, 
Biodynamica, [{c. 1945}. 8vo. 183 pages, illus- 
trated. Cloth, $3.60. 

T HIS monograph is stimulating and in- 

formative to all those who are inter- 
ested in the theory and practice of killing 
or inhibiting the growth of bacteria. 

In part I, the author expounds the 
theory (not universally accepted) that the 
bacteria in a disinfection experiment die at 
a constant rate, so that when the number 
of survivors is plotted logarithmically 
against the time of exposure, a straight line 
is produced; this is the “logarithmic order 
of death.” From this he proceeds to the 
further conclusion that death of a bac- 
terial cell is brought about by the inactiva- 
tion of a single molecule in the cell; he 
suggests that this single molecule may be 
either a gene or a similar master molecule 
of the cell division mechanism. He there- 
fore eliminates the possibility of death 
being due to such factors as denaturation 
of enzymes or injury to the cell mem- 
brane—a conclusion with which many will 
disagree. 

The remainder of the book is devoted 
to the use and mode of action of many 
disinfectants and antiseptics. Among ,other 
matters, the author presents a new method 
for standardizing disinfectants; in this, 
the “death times” for different concentra- 
tions of the disinfectant are ascertained 
and plotted graphically. 

Approximately two hundred references 
are made to original articles. These are 
not always quoted correctly; for example, 
in the reference to the action of proteins 
and lipoids on the germicidal action of 
soaps (bottom of p. 97), the cited article 
gives the opposite conclusion. 

ARNOLD H. EGGERTH 


Changing Society and Medical 
Education 


Medical Education and the Changing Order. 


By Ray- 
mond B. Allen, M.D. New York, Commonwealth 
Fund, [c. 1946]. 8vo. 142 pages. Cloth, $1.50. 


hws is a most stimulating volume pro- 
duced under the sponsorship of the 
Commonwealth Fund. Though brief, it is 
thorough and searching and seeks to de- 
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termine the best methods for improving 
medical education. Numerous deficiencies 
are cited and the need for relief pointed 
out. Better methods of selecting students 
and better methods of teaching them ap- 
pear to be the major needs. There should 
be more “thinking” students, not memo- 
rizers; these men too should be imbued 
with a broader outlook so that they are 
more than practitioners, so that they can 
share in general community responsibili- 
ties. 

ANDREW M. BABEY 


Character Types 
Character-Analysis, Principles and Technique. For 
Psychoanalysis in Practice and in _ Training. 
By Wilhelm Reich, M.D. Translated by Theo- 
dore P. Wolfe, M.D. New York, Orgone Insti- 
tute Press, [c. 1945]. 8vo. 328 pages, illus- 
trated. Cloth, $4.50. 


N analyzing a neurosis, one treats the 
patient for symptoms of which he is 
aware, and which, he realizes, are handi- 
capping him in his daily activities. A 
character disorder is one which is known 
only to outsiders, and the patient is una- 
ware of its existence. In writing the book, 
the author has made an excellent contri- 
bution to the large body of known facts 
regarding the formation of the personality 
of the individual, the methods by which 
he defends against undesirable urges and 
instincts, and the methods by which he is 
able to carry on his daily activities. The 
author describes the fundamental theories 
of the neuroses, and the factors that enter 
into the formation of the various charac- 
ter types and their disorders. It is a good 
book, well written, and one that should 
have an appeal to those who deal with all 

types of behavior disorders. 
IRVING J. SANDS 


Elements of Physiology 


Synopsis of Physiology. By Roland J. Main, Ph.D. 
St. Louis, C. V. Mosby Co., [c. 1946]. 12mo. 
341 pages, illustrated. Cloth, $3.50. 


Be little pocket-sized book presents 
physiology in simple outlined form. 
There is nothing new about its approach 
nor its material. Its chief appeal will be 
for students and recent graduates who wish 
to review for an examination. 

ANDREW M. BABEY 
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Dental Histology 


Essentials of Histology. By Margaret M. eC 
-D., and Gerrit Bevelander, Ph.D. St. 
C. V. Mosby Co., [e. re 8vo. 240 pages, 
illustrated. Cloth, $3.50 


HIS book is intended to give to the 
dental student a simplified understand- 
ing of histology. The authors have suc- 
ceeded in describing each tissue and organ 
in an elementary manner. The illustra- 
tions are very diagrammatic and compre- 

hensive. The text is a good compend. 
NATHAN REIBSTEIN 


100 Years of Medicine at Western 
Reserve University 
Western Reserve University Centennial diistery of in the 
School of Medicine. By Frederick Clayton ‘aite 
Ph.D. Western Reserve University 
Press, [c. 588 pages, illustrated. 
Cloth, $6.00. 


CTUALLY a labor of love by a not- 
able medical historian this book is 
well worth reading by those who are in- 
terested in medical education. The great 
names at Western Reserve include Karsner, 
MacLeod, Wiggers, Crile, Cutler and 

-Muntwyler. A valuable reference book. 
CHARLES A. GORDON 


Cleveland, 
1946]. 8vo. 





Sexual Philosophy 


Toward a_  Self-Governing 
haracter Structure. By Wilhelm Reich, 
Translated by Theodore P. Wolfe, . New 
York. Orgone Institute Press, iy 1945]. 8vo. 
273 pages, illustrated. Cloth, $3.2 


HE author was once a pupil of 
Freud, but has gone far beyond 
Freud’s conception of the term of sex and 
its implications on human behavior. The 
present volume is aptly titled The Sexual 
Revolution, for the theories of Reich, re- 
garding sex and its implications in human 
relationship are certainly revolutionary to 
say the least. Broadly speaking, it is his 
views on the free expression of sex as the 
means of preventing individual and group 
neurotic, as well as cultural, struggles. The 
book must be read in order to be fully un- 
derstood, and it is a very difficult one to re- 
view. It covers so many different aspects 
of human behavior, and tries to link them 
up as the product of inhibition of sex 
expression. The book will arouse consid- 
erable discussion, for much of its content is 

speculative and open to critical analysis. 
IRVING J. SANDS 


~ Sexual Revolution. 
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Diseases of the Retina. By Herman Elwyn, M.D. 
Philadelphia, Blakiston Company, [c. 1946]. 8vo. 
587 pages, illustrated. Cloth, $10.00. 


What You Can Do for Angina Pectoris and Coronary 
Occlusion. By.Peter J. Steincrohn, M.D. Garden 
City, N. Y., Doubleday & Co., [c. 1946]. 12mo. 
154 pages. Cloth, $2.50. 


Cleanliness and Godliness or the Further Metamor- 
phosis. By Reginald Reynolds. Garden City, 
N. Y., Doubleday & Co., [c. 1943, 1946]. 12mo. 
326 pages. Cloth, $2.75. 


Medical Encyclopedia. The Standard 
By Morris Fishbein, 
Doubleday & OCo., 
Cloth, 


The Popular 
Guide on Health and Disease. 
M.D. Garden City, N. Y., 
[c. 1946]. S8vo. 540 pages, illustrated. 
$4.95. 


By Carlos Enrique 
“La Reforma Medica,” 


Rumbos de Politica Sanitaria. 
Paz Soldin. Lima, Peru, 
[1945]. Svo. 382 pages. 


Lehrbuch der Phystologischen Chemie. By Professor 
Emil Abderhalden. Basel, Switzerland, Benno 
Schwabe & Co., oh 1946]. 8vo. 
trated. Cloth, 26 Fr. 
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417 pages, illus- 


Ubersicht der Gebrauchlichen und Neueren Arznei- 
mittel, Fur Arste, Apotheker und Zahnarste. By 
Dr. E. Bernoulli & Dr. J. Thomann. 6th Edition. 
Basel, Switzerland, Benno Schwabe & Co., 
[e. 1946]. 12mo. 508 pages. Cloth, 18.50 Fr. 


Allgemeine Neurosenlehre. Biologie, Psychoanalyse 
und Psychohygience Leib-Seelischer Storungen. By 
Professor Dr. Rudolf Brun. 2nd Edition. Basel, 
Switzerland, Benno Schwabe & Co., [c. 1946]. 
8vo. 518 pages, illustrated. Cloth, $32 Fr. 


Autopsy Diagnosis and Technic. By Otto Saphir, 
-D. 2nd Edition. New York, Paul B. Hoeber, 


{[c. 1946]. 12mo. 405 pages, illustrated. Cloth, 
$5.00. 


No Time for Tears. By Lora Wood Hughes. Boston, 
Houghton Mifflin Co., [c. 1946]. S8vo. 305 pages, 
illustrated. Cloth, $3.00. 


Repertorium Pharmaszeutischer Spezialpraparate, Sera 
und Impfstoffe. Edited by Dr. Herbert Ludwig 
with the collaboration of Dr. L. V. Furlan & 
Dr. E. Loeliger. Basel, Switzerland, Verlags- 
gesellschaft Beobachter AG., [c. 1946]. 8vo. 
1308 pages. 
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